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ABSTRACT 
 Occupational therapy (OT) and applied behavior analysis (ABA) practitioners 
often collaborate when working with children and young adults with disabilities 
(McGinnis, 2013). OT and ABA practitioners are primed to collaborate due to many 
areas of overlap among each respective scope of practice; however, there is limited 
research to guide best practice for this collaborative partnership (Welch & Polatajko, 
2016). According to a review of OT and ABA literature, in addition to the literature of 
other community-based, social services, and health care professions, there are four major 
barriers to interprofessional collaboration (IPC): (1) biases, (2) differing cultures, values, 
and professional languages, (3) overlaps in scopes of practice, and (4) poor 
communication and relationship-building skills (Kim et al., 2016; Peck & Norman, 1999; 
Rice et al., 2010). Due to a limited amount of accessible OT and ABA training 
interventions on collaboration, there is a need for an online, interactive, educational 
training to present evidence-based and theoretically-sound solutions for the barriers to 
	
	 viii 
collaboration. The proposed program is called Supporting Interprofessional 
Partnerships: An Educational Training for Collaboration Between Occupational Therapy 
and Applied Behavior Analysis Practitioners. The program’s educational content targets: 
(1) the definition, benefits, and barriers to IPC, (2) context-based information on ABA’s 
culture, values, professional language, and scope of practice, and (3) strategies to 
improve collaboration with ABA providers. Supporting Interprofessional Partnerships 
explores the working relationship between OT and ABA to improve collaboration as well 





I decided to research OT and ABA collaboration to provide more effective and 
holistic care to my clients. My colleagues and I lacked sufficient understanding of ABA, 
and we found ourselves wanting a better relationship with ABA practitioners to support 
our clients and families in attaining their goals. It is my hope that this project and 
program will diminish the barriers to interprofessional collaboration between OT and 
ABA practitioners to provide more comprehensive and evidence-based interventions for 
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Chapter One: Introduction 
Occupational therapy (OT) and applied behavior analysis (ABA) practitioners 
often collaborate when working with children and young adults with disabilities 
(McGinnis, 2013). Interprofessional collaboration (IPC), like the OT and ABA 
relationship, is defined as the practice of health care professionals, clients, families, and 
caregivers working together to support high quality and effective care (World Health 
Organization [WHO], 2010). IPC among different professional groups is important 
because it provides safe, effective, and comprehensive care for the complex therapeutic 
and functional needs of shared clientele (Reeves et al., 2017; Rice et al., 2010). OT 
practitioners in early intervention, schools, and outpatient therapy centers may engage in 
this collaborative partnership, and the clients for which collaboration occurs can vary by 
age and diagnoses. Welch and Polatajko (2016) note that OT and ABA practitioners are 
primed to collaborate due to many areas of overlap among each respective scope of 
practice; however, there is limited research to guide best practice for this collaborative 
partnership. 
What Is the Problem?  
 According to a review of OT and ABA literature, in addition to the literature of 
other community-based, social services, and health care professions, there are four major 
barriers to IPC: (1) biases, (2) differing cultures, values, and professional languages, (3) 
overlaps in scopes of practice, and (4) poor communication and relationship-building 
skills (Aguilar et al., 2014; Eaton & Regan, 2015; Kelly & Tincani, 2013; Kim et al., 




2009). Barriers to IPC can cause limited or ineffective IPC, which will negatively impact 
client, provider, and organizational outcomes (Aguilar et al., 2014; Eaton & Regan, 2015; 
Kelly & Tincani, 2013; Kim et al., 2016; Peck & Norman, 1999; Rice et al., 2010; 
Reeves et al., 2017; Sexton & Orchard, 2016; Suter et al., 2009; Welch & Polatajko, 
2016). Also, according to the Agency for Healthcare Research Quality (2014), if there are 
unresolved differences among collaborating professionals, then the quality and 
effectiveness of services will be reduced (as cited by Sexton & Orchard, 2016). 
How Is the Problem Addressed? 
In response to limited or ineffective collaboration, IPC and interprofessional 
education (IPE) interventions have the potential to improve practitioner, team, and client 
outcomes. Studies that examine the effectiveness of IPC and IPE can be divided into two 
types of interventions: (1) interprofessional practiced-based interventions and (2) 
interprofessional education-based interventions. Interprofessional practice-based 
interventions include the addition “in the workplace of a tool or routine to improve IPC; 
examples include communication tools, interprofessional meetings, and checklists” 
(Reeves et al., 2017, p. 7). Interprofessional education-based interventions occur when 
health care professionals or students from more than one discipline learn by interacting 
with one another to improve IPC for the purpose of enhancing the health and well-being 
of clients (Reeves et al., 2013). IPE includes active participation and information 
exchange between different professional groups (Reeves et al., 2013). 
IPC and IPE interventions improve practitioners’ self-efficacy, knowledge, and 




impact on the functioning of teams and their ability to provide safe, client-centered, and 
effective health-related and therapeutic interventions (Cornwell et al., 2008; Ryan et al., 
2017; Sonnenmeier et al., 2005). Due to improved practitioner skills and team 
functioning, clients also benefit from IPC and IPE interventions as evidenced by 
improved client satisfaction, safety, and health care outcomes as well as more 
involvement in the health care planning and implementation processes (Campion-Smith 
et al., 2011; WHO, 2010). The Framework for Action on Interprofessional Education and 
Collaborative Practice established by the WHO (2010) calls for including IPE and IPC in 
all services that are taught and provided by and for health care professionals (as cited by 
Gilbert et al., 2010). IPC and IPE interventions improve the collaborative process, which 
results in positive provider and client outcomes. Effective collaboration is characterized 
by: (1) capitalizing on the strengths of each involved party, (2) sharing the workload, (3) 
creating opportunities for repetition of strategies across environments, (4) viewing the 
client from a more holistic perspective, and (5) selecting the most effective interventions 
through provider, client, and family discussions (Gilbert et al., 2010; WHO, 2010). The 
literature on OT and ABA collaboration is limited, so evidence for benefits and barriers 
to IPC were explored among community-based, social services, and health care 
professionals. By encouraging OT and ABA practitioners to learn and follow these broad, 







 Due to a limited amount of accessible training interventions on OT and ABA 
collaboration, there is a need for an online, interactive, educational training to present 
evidence-based and theoretically-sound solutions to address the barriers to IPC. The 
proposed program is called Supporting Interprofessional Partnerships: An Educational 
Training for Collaboration Between Occupational Therapy and Applied Behavior 
Analysis Practitioners. The first version of this program is developed for pediatric, 
outpatient, OT practitioners who work in the state of Virginia, but the program is 
generalizable to ABA providers and other health care, social services, and community-
based professionals. The program’s educational content targets: (1) the definition, 
benefits, and barriers to IPC, (2) context-based information on ABA’s culture, values, 
professional language, and scope of practice, and (3) strategies to improve collaboration 
with ABA practitioners.  
This paper explores collaboration between OT and ABA practitioners with 
theoretically-sound and evidence-based strategies to improve client, provider, and 
organizational outcomes. Chapter two presents the barriers to collaboration among OT 
and ABA practitioners as well existing and unique solutions to improve and increase IPC. 
To lay the foundation for the program’s development, chapter two also defines IPC 
among health care practitioners, and it describes the importance of collaboration as seen 
in its international support and positive outcomes for IPC and IPE interventions. Chapters 
two and three explore the effectiveness of existing interprofessional training programs 




Partnerships. Chapter three thoroughly describes the program, including the desired 
outcomes and potential challenges for implementation. Chapter four presents the 
evaluation plan as well as a logic model, the outcomes, the methods for obtaining data, 
and the data analysis plan. Chapter five is the funding plan, including associated costs 
and relevant sources of revenue and funding. Chapter six shares the dissemination plan 
together with the program’s audiences and how information will be communicated to all 
parties. Chapter seven is the conclusion for this paper with a discussion of the 
significance of Supporting Interprofessional Partnerships, such as how it will improve 
the practice of: (1) pediatric, outpatient, OT providers, (2) the well-being of clients and 





Chapter Two: Theoretical and Evidence-Base to Support the Proposed Project 
Definition of Interprofessional Collaboration 
Research supports collaboration among individuals, health care professionals, and 
international groups due to its effectiveness. However, Noell and Witt (1999) state that a 
standard operational definition of collaboration is lacking among health care, social 
services, and community-based providers and educators (as cited by Kelly & Tincani, 
2013). The construct of collaboration is viewed differently across professions, and a 
common set of competencies for collaboration are absent (Kelly & Tincani, 2013; Suter 
et al., 2009). Accordingly, there is an inability to conceptualize a standard definition of 
collaboration and to develop the necessary components that influence client and provider 
outcomes (Suter et al., 2009). If IPC is limited or absent among professionals, there is a 
negative impact on clients, providers, and organizations, such as decreased client health 
and wellbeing, diminished provider satisfaction, and reduced organizational safety 
(Aguilar et al., 2014; Eaton & Regan, 2015; Kelly & Tincani, 2013; Kim et al., 2016; 
Peck & Norman, 1999; Rice et al., 2010; Reeves et al., 2017; Sexton & Orchard, 2016; 
Suter et al., 2009; Welch & Polatajko, 2016).	According to the Agency for Healthcare 
Research Quality (2014), if there are unresolved differences among collaborating 
professionals, then the quality and effectiveness of services will be negatively impacted 
(as cited by Sexton & Orchard, 2016). 
According to the WHO (2010), collaborative practice occurs when different 
health care practitioners work together with clients, families, and caregivers to provide 




professionals and the client with a participatory and coordinated approach to shared 
decision making (as cited by Eaton & Regan, 2015). Reeves et al. (2017) concluded that 
IPC involves negotiation, interaction, and valuing the expertise of others on the 
interprofessional team. Baggs (1999) used the work of Weiss and Davis (1985) to 
identify components of IPC, including problem solving, assertiveness, cooperativeness, 
shared responsibility, shared decision making, open communication, and coordination (as 
cited by McKay & Crippen, 2008). The varying definitions and competencies in the 
literature support the need to explicitly define IPC prior to health care evaluations and 
program development.  
For this program, IPC is defined as the practice of health care professionals, 
clients, families, and caregivers working together to support high quality and effective 
care (WHO, 2010). IPC can include some or all of the aforementioned components 
depending upon the individualized needs of the client: negotiation, interaction, valuing 
the role competency and expertise of others, problem solving, assertiveness, 
cooperativeness, shared responsibility, shared decision making, open communication, and 
coordination of care (McKay & Crippen, 2008; Reeves et al., 2017).  
Theoretical Framework for Interprofessional Collaboration 
Intergroup Contact Theory was first proposed by social psychologist Gordon W. 
Allport in 1954 in the first edition of his book entitled The Nature of Prejudice (Allport, 
1954/1981). Intergroup Contact Theory was developed within the sociocultural climate of 
the United States after World War II in which prejudice was apparent against people of 




Intergroup Contact Theory is applied to a wider variety of situations in which biases 
create unsatisfactory relationships between groups, such as people with different physical 
abilities and sexual orientations. As is the case with this project, Intergroup Contact 
Theory is also applied to IPE program development within the health care arena 
(Craddock et al., 2006). When applying Intergroup Contact Theory to this context, the 
theory assumes that biases between professional groups are a major barrier to successful 
collaboration, and it proposes the conditions that must be met to reduce biases. These 
conditions include knowledge sharing, acquaintanceship, equal status, and common goals 
(Allport, 1954/1981). If there are institutional supports for intergroup contact, biases 
between groups will be further reduced (Allport, 1954/1981). For this project, biases 
among OT and ABA practitioners hinder collaboration because of questioning the 
evidence-base, client-centeredness, and the generalization of interventions (Welch & 
Polatajko, 2016).  
Implications for Program Design 
Welch and Polatajko (2016) note that OT and ABA practitioners are primed to 
collaborate due to many areas of overlap among each respective scope of practice; 
however, there is limited research to guide best practice for this collaborative 
relationship. Examples of overlaps in OT and ABA scopes of practice include activities 
of daily living, instrumental activities of daily living, education, play, social participation, 
social interaction, cognition, and motor skills. To capitalize on the overlaps in scopes of 
practice and provide guidance on best practice recommendations, Supporting 




OT and ABA collaboration. This tool is specifically designed for pediatric, outpatient, 
OT practitioners in Virginia who collaborate with ABA providers when working with 
children and young adults with mental, behavioral, and neurodevelopmental disorders, 
such as autism, ADHD, and global developmental delay.  
Supporting Interprofessional Partnerships will present the unique barriers to IPC 
among OT and ABA practitioners as well as evidence-based and theoretically-sound 
solutions to address these barriers. The focus in this first version is to educate OT 
practitioners on ABA’s culture, values, professional language, and scope of practice. The 
educational training includes content to: (1) explore and dispel personal biases about 
ABA and ABA practitioners, (2) examine the culture, values, and professional language 
of ABA, (3) study the overlaps in scopes of practice and ways to utilize the strengths of 
each profession, (4) and learn communication and relationship-building skills to 
supplement information learned during entry-level graduate programs. It is vital that 
health care practitioners have the tools they need to promote collaboration between OT 
and ABA practitioners. This educational training is necessary because IPC and IPE 
interventions improve practitioners’ self-efficacy, knowledge, and skills (Campion-Smith 
et al., 2011; WHO, 2010). These interventions also have a positive impact on the 
functioning of teams and their ability to provide safe, client-centered, and effective 
health-related and therapeutic interventions (Cornwell et al., 2008; Ryan et al., 2017; 
Sonnenmeier et al., 2005). Due to improved practitioner skills and team functioning, 
clients also benefit from IPC and IPE interventions as evidenced by improved client 




care planning and implementation processes (Campion-Smith et al., 2011; WHO, 2010). 
Importance of Interprofessional Collaboration 
The Framework for Action on Interprofessional Education and Collaborative 
Practice established by the WHO (2010) calls for including IPE and IPC in all services 
that are taught and provided by and for health care professionals (as cited by Gilbert et 
al., 2010). This framework was established because “many health systems throughout the 
world are fragmented and struggling to manage unmet health needs” (Gilbert et al., 2010, 
p. 196). Clients are also presenting with more complex medical and therapeutic problems, 
requiring collaborative health care teams to function more efficiently and effectively to 
improve client outcomes (Gilbert et al., 2010).  
Effective collaboration is a solution to fragmented health systems and complex 
medical and therapeutic problems as it is characterized by: (1) capitalizing on the 
strengths of each involved party, (2) sharing the workload, (3) creating opportunities for 
repetition of strategies across environments, (4) viewing the client from a more holistic 
perspective, and (5) selecting the most effective interventions through provider, client, 
and family discussions (Gilbert et al., 2010; WHO, 2010). IPC is supported and promoted 
by political and non-governmental organizations, such as the United States Department of 
Health (1997), the Institute of Medicine (2000/2013), and the WHO (1976/2010) (as cited 
by Reeves et al., 2017). Global support is substantiated by increased client safety and 
improvements in effective, comprehensive care to manage complex health needs (Reeves, 
et al., 2017; Rice et al., 2010). According to Health Force Ontario (2010), IPC is 




include regulatory bodies, governments, policy makers, health care professional 
organizations, health care professionals, educators, researchers, clients, and families (as 
cited by Eaton & Regan, 2015).  
Impact of Limited or Ineffective Interprofessional Collaboration 
 Based on an extensive literature search among health care, social services, and 
community-based professions, four main barriers were identified that limit or decrease 
the likelihood of collaboration among OT and ABA practitioners: (1) biases, (2) differing 
cultures, values, and professional languages, (3) overlaps in scopes of practice, and (4) 
poor communication and relationships (Aguilar et al., 2014; Eaton & Regan, 2015; Kelly 
& Tincani, 2013; Kim et al. , 2016; Peck & Norman, 1999; Rice et al., 2010; Sexton & 
Orchard, 2016; Suter et al., 2009; Welch & Polatajko, 2016). Intergroup Contact Theory, 
when applied to IPE program development within health care fields, also assumes that 
biases between professional groups is a major barrier to successful collaboration 
(Craddock et al., 2006). If any of these barriers exist, IPC will be limited or ineffective 
(Aguilar et al., 2014; Eaton & Regan, 2015; Kelly & Tincani, 2013; Kim et al. , 2016; 
Peck & Norman, 1999; Rice et al., 2010; Sexton & Orchard, 2016; Suter et al., 2009; 
Welch & Polatajko, 2016). If there is limited or ineffective collaboration, then client, 
provider, and organizational outcomes will be negatively impacted (Kim et al., 2016; 
Reeves et al., 2017). According to the Agency for Healthcare Research Quality (2014), if 
there are unresolved differences among professionals, then the quality of services will be 




In response to limited or ineffective collaboration, IPC and IPE interventions 
improve practitioners’ self-efficacy, knowledge, and skills (Campion-Smith et al., 2011; 
WHO, 2010). These interventions also have a positive impact on the functioning of teams 
and their ability to provide safe, client-centered, and effective health-related and 
therapeutic interventions (Cornwell et al., 2008; Ryan et al., 2017; Sonnenmeier et al., 
2005). Due to improved practitioner skills and team functioning, clients also benefit from 
IPC and IPE interventions as evidenced by improved client satisfaction, safety, and health 
care outcomes as well as more involvement in the health care planning and 
implementation processes (Campion-Smith et al., 2011; WHO, 2010).		
 Figure 1.1  





Collaboration between Occupational Therapy and Applied Behavior Analysis 
Practitioners 
OT practitioners collaborate with ABA practitioners when working with clients in 
early intervention, schools, and outpatient therapy settings. Collaboration occurs in-
person during client OT sessions and through alternative modes of communication, such 
as phone calls and emails. The desire for collaboration occurs because of OT and ABA 
practitioners recognizing the positive impact of collaboration, educating the caregiver on 
collaboration, and creating opportunities to share goals and intervention strategies. It is 
imperative that caregivers are involved in facilitating collaboration and advocating for the 
child’s and family’s needs during this process. During the collaborative process, the OT 
practitioner, ABA practitioner, and caregivers discuss: (1) the child’s and family’s goals, 
(2) the most effective ways to address deficit areas and concerns, (3) ways to capitalize 
on the strengths of the child and family, and (4) how to carryover intervention strategies 
from each discipline across all environments. Effective collaboration is characterized by: 
(1) capitalizing on the strengths of each involved party, (2) sharing the workload, (3) 
creating opportunities for repetition of strategies across environments, (4) viewing the 
client from a more holistic perspective, and (5) selecting the most effective interventions 
through provider, client, and family discussions (Gilbert et al., 2010; WHO, 2010). 
To further investigate collaboration between OT and ABA practitioners, the 
following questions were established: (1) Is there evidence of collaboration between OT 
and ABA practitioners? (2) What are the barriers to IPC in health care? (3) What is the 




an online literature search was completed using CINAHL, Education Full Text, and 
PsycInfo. The following keywords were used: “occupational therap*” OR “OT” AND 
“applied behavior analysis” OR “ABA” OR “behavior therapist” AND “communication” 
AND “institutional pressure*” AND “interprofessional*” OR “multidisciplinary*” OR 
“interdisciplinary*” AND “barriers” OR “challenges” OR “difficulties” OR “issues” OR 
“problems” OR “limitations” OR “obstacles” AND “health care” AND “outcomes” OR 
“client outcomes” OR ”client goals” AND “education*.” These keywords yielded 468 
articles, and 16 articles were selected for review.  
While evidence shows that the relationship between OT and ABA practitioners is 
important, there is limited research to guide best practice for this collaborative 
partnership. Welch and Polatajko (2016) note that OT and ABA practitioners are primed 
to collaborate due to many areas of overlap among each respective scope of practice; 
however, biases serve as a barrier to IPC by causing one profession to question the 
evidence-base, client-centeredness, and generalization of the other profession (Welch & 
Polatajko, 2016). These biases limit collaboration among OT and ABA practitioners as 
they create incorrect assumptions about the foundational principles and effectiveness of 
interventions (Welch & Polatajko, 2016). For example, Devlin et al. (2011), Matson et al. 
(2010), and Schreck and Miller (2010) dissuade ABA practitioners from implementing 
sensory integrative strategies when recommended by the client’s OT practitioner due to 
limited evidence of the strategies’ effectiveness (as cited by Welch & Polatajko, 2016). 
Because the literature on ABA questions the efficacy of sensory integrative strategies, 




Sensory integration is a central component of pediatric OT, but it is historically difficult 
to evaluate due to its variability in implementation and challenges in isolating the clients’ 
outcomes from other interventions. Conversely, OT practitioners perceive that ABA is 
not client-centered, and they avoid using ABA principles if recommended by the clients’ 
ABA practitioner (Welch & Polatajko, 2016). ABA is also perceived to be limited to 
discrete trial training and to lack a focus on generalization of skills (Welch & Polatajko, 
2016). These incorrect assumptions or biases limit collaboration among OT and ABA 
practitioners. One professional group may question the evidence-base, client-
centeredness, and generalization of interventions and be less likely to interact and 
carryover recommended strategies (Welch & Polatajko, 2016). 
Additional Barriers to Interprofessional Collaboration 
 The literature on barriers and best practice for collaboration between OT and 
ABA practitioners is limited. Accordingly, it was necessary to review literature on IPC 
among other community-based, social services, and health care professionals to develop a 
more thorough and comprehensive understanding. These barriers include: (1) differing 
cultures, values, and professional languages, (2) overlaps in scopes of practice, and (3) 
poor communication and relationships (Aguilar et al., 2014; Eaton & Regan, 2015; Kelly 
& Tincani, 2013; Kim et al., 2016; Peck & Norman, 1999; Rice et al., 2010; Sexton & 
Orchard, 2016; Suter et al., 2009). First, differences among cultures, values, and 
professional languages can challenge IPC (Aguilar et al., 2014; Eaton & Regan, 2015; 
Peck & Norman, 1999; Rice et al., 2010; Sexton & Orchard, 2016; Suter et al., 2009). 




unquestioned beliefs on which a profession is based (as cited by Aguilar et al., 2014). 
Each profession values different ways to evaluate, treat, and include clients and families 
within the therapeutic process, including the identification of client problems and 
priorities for intervention (Aguilar et al., 2014; Rice et al., 2010).  
Differences in cultures, values, and professional languages are often initiated 
during professional training and are supported by socialization within one’s professional 
group (Eaton & Regan, 2015; Peck & Norman, 1999). Erikson et al. (1998) found few 
opportunities for interaction among student groups within graduate education, decreasing 
students’ ability to observe and understand the values represented by other health care 
professions (Aguilar et al., 2014). Hall (2005) also describes the impact of professional 
specialization and regulatory bodies on keeping professional groups engaged within their 
own cultures (as cited by Eaton & Regan, 2015). Isolation within one’s own occupation 
further complicates the process of defining professional roles and boundaries during IPC 
(as cited by Eaton & Regan, 2015). Differences in professional languages also make 
communication and information exchange more complex (Sexton & Orchard, 2016). 
Variability in values, culture, and professional languages between professional groups 
can challenge and increase the complexity of IPC, ultimately decreasing its effectiveness 
(Aguilar et al., 2014; Eaton & Regan, 2015; Suter et al., 2009). 
 Overlaps in scopes of practice are another barrier which may negatively impact 
IPC (Eaton & Regan, 2015; Rice et al., 2010; Suter et al., 2009). Overlaps in scopes of 
practice can cause role confusion, protection of one’s scope of practice, and resistance to 




competitive behavior that will limit IPC and client-centered care (as cited by Eaton & 
Regan, 2015).  
The third barrier, unstable relationships with poor communication, can also inhibit 
IPC (Eaton & Regan, 2015; Kim et al., 2016; Rice et al., 2010; Suter et al., 2009). 
According to Fagin and Garelick (2004) and Warelow (1996), collaborative 
communication is conceptualized as “a two-way exchange of information between 
professionals that is conducive to developing collaborative working relationships” (as 
cited by Rice et al., 2010, p. 351). Examples of unstable relationships and poor 
communication include negative expectations from prior relationships with the other 
professionals, communication breakdown, and limited training in communication skills 
(Kim et al., 2016; Rice et al., 2010). Health care professionals believe that their 
professional education supports the development of communication skills (Suter et al., 
2019), but following graduation, there are few opportunities to further evolve or refine 
these skills based on experiential challenges. Tensions can arise from poor 
communication and relationships among professionals (Suter et al., 2009), thus 
decreasing the occurrence of and effectiveness of IPC. 
 Barriers to IPC were identified by community-based, social services, and health 
care professionals through the following research and collection methods: ethnographic 
observations, group brainstorming, group interviews, individual phone and in-person 
interviews, and questionnaires or surveys. OT and ABA practitioners were participants in 
four of the eight studies; however, OT and ABA providers were not co-participants in 




working in a variety of environments, such as hospitals, internal medicine settings, and 
mental health settings. Five of the studies did not specify one environment as participants 
worked in more than one setting. The studies were conducted in Australia, Canada, 
England, and the United States. 
 One major limitation of all eight studies is the lack of alignment with the location, 
setting, and professionals studied in the present project. However, it is important to note 
that all four barriers to IPC were identified by more than one study, demonstrating the 
commonality of these barriers across countries, settings, and professions. Another 
limitation of all studies was the use of measures or data collection methods for providers’ 
perceptions of IPC rather than provider-specific outcomes (Aguilar et al., 2014; Eaton & 
Regan, 2015; Kelly & Tincani, 2013; Kim et al., 2016; Peck & Norman, 1999; Rice et al., 
2010; Sexton & Orchard, 2016; Suter et al., 2009). Additional limitations included the 
use of scales that were not designed to directly measure a component of IPC and a lack of 
clarity regarding the definition of certain concepts (Kelly & Tincani, 2013; Sexton & 
Orchard, 2016; Suter et al., 2009). This online literature search revealed limited evidence 
of OT and ABA collaboration, including barriers and best practice recommendations. 
However, barriers to IPC among additional community-based, social services, and health 
care professionals can guide the relationships among OT and ABA providers when 
attempting to improve collaborative practice. 
Literature Review of Interprofessional Collaboration and Education Interventions 
To investigate the effectiveness of IPC and IPE interventions among OT and 




professionals and students was conducted. The following four questions were established: 
(1) Is there evidence demonstrating the effectiveness of IPC and IPE interventions and 
what features of collaboration are most associated with positive outcomes? (2) Is there 
evidence demonstrating the effectiveness of learning about other professions’ cultures, 
values, professional languages, and scopes of practice on improving IPC? (3) Is there 
evidence that interventions focused on setting clear roles and responsibilities improves 
IPC? (4) Is there evidence that interventions focused on communication and relationship-
building skills improves IPC? 
The literature search was structured to find IPC and IPE interventions that focused 
on: (1) learning about other professions’ cultures, values, professional languages, and 
scopes of practice, (2) setting clear roles and responsibilities, and (3) communication and 
relationship-building skills. These components of interventions were targeted based on a 
literature review into common barriers to IPC: (1) biases, (2) differing cultures, values, 
and professional languages, (3) overlaps in scopes of practice, (4) and poor 
communication and relationships (Aguilar et al., 2014; Eaton & Regan, 2015; Kelly & 
Tincani, 2013; Kim et al., 2016; Peck & Norman, 1999; Rice et al., 2010; Sexton & 
Orchard, 2016; Suter et al., 2009; Welch & Polatajko, 2016). 
The four core competencies of the Interprofessional Education Collaborative 
(IPEC, 2016) were also used to guide the research questions and research process. The 
IPEC was developed in 2009 to “help prepare future health professionals for enhanced 
team-based care of clients and improved population health outcomes,” and it was 




p. 1). The American Occupational Therapy Association joined the IPEC in February 2016 
at the same time as eight additional institutions (Johnson, 2017). The IPEC (2016) 
established four core competencies as an adjunct to “discipline-specific competencies” 
and with the goal of improving “individual and population health outcomes” (as cited by 
Johnson, 2017, p. CE-3). The four core competencies are: (1) values and ethics, (2) roles 
and responsibilities, (3) interprofessional communication, and (4) teams and teamwork 
(IPEC, 2016).  
Based on the research questions: (1) three studies of IPE interventions focused on 
learning about other professions’ cultures, values, professional languages, and scopes of 
practice (Campion-Smith et al., 2011; Dunleavy, 2015; Lumague et al., 2006), (2) there 
were not any studies that focused exclusively on setting clear roles and responsibilities, 
and (3) improving communication and relationship building skills were present in one 
study of a practice-based IPC intervention and one study of an IPE intervention (Ryan et 
al., 2017; Sargeant et al., 2011). Six studies of practice-based IPC interventions and nine 
studies of IPE interventions examined the effectiveness of several components of IPC or 
were unclear in thoroughly describing the intervention or change processes (Cornwell et 
al., 2010; Gaines et al., 2008; Hudson et al., 2017; Lairamore et al., 2019; Lucas et al., 
2019; McKay & Crippen, 2008; Meffe et al., 2012; Myers & O’Brien, 2015; Reed et al., 
2017; Reeves et al., 2017; Reeves et al., 2013; Rice et al., 2010; Sonnenmeier et al., 
2005; Weaver et al., 2010; WHO, 2010). 
Interprofessional Practice-Based and Education-Based Interventions 




evidence regarding the effectiveness of collaborative training on health care 
professionals, such as OT and ABA practitioners. Research supports the use of 
interprofessional practice-based and interprofessional education-based trainings to 
improve practitioners’ self-efficacy, knowledge, and skills (Campion-Smith et al., 2011; 
WHO, 2010). These interventions also have a positive impact on the functioning of teams 
and their ability to provide safe, client-centered, and effective health-related and 
therapeutic interventions (Cornwell et al., 2008; Ryan et al., 2017; Sonnenmeier et al., 
2005). Due to improved practitioner skills and team functioning, clients also benefit from 
IPC and IPE interventions as evidenced by improved client satisfaction, safety, and health 
care outcomes as well as more involvement in the health care planning and 
implementation processes (Campion-Smith et al., 2011; WHO, 2010).  
Studies that examine the effectiveness of IPC can be divided into two types of 
interventions: (1) interprofessional practiced-based interventions and (2) interprofessional 
education-based interventions. Interprofessional practice-based interventions include the 
addition “in the workplace of a tool or routine to improve IPC; examples include 
communication tools, interprofessional meetings, and checklists” (Reeves et al., 2017, p. 
7). Interprofessional education-based interventions occur when health care professionals 
or students from more than one discipline learn by interacting with one another to 
improve IPC for the purpose of enhancing the health and well-being of clients (Reeves et 
al., 2013). IPE includes active participation and information exchange between different 
professional groups (Reeves et al., 2013). IPE supports collaboration by improving the 




communication skills, and strengthening the ability of the group to address challenges 
more holistically and beyond one professional’s scope of practice (Chong et al., 2013; 
Lumague et al., 2006). 
According to the WHO (2010), IPE can occur throughout the educational and 
professional careers of individuals and within different clinical settings; examples include 
basic training programs, graduate and post-graduate coursework, continuing education 
opportunities, and workplace learning programs. IPC and IPE are newer phenomenon 
that are taught during qualifying educational programs, so for those professionals not 
exposed to this content during their entry-level training, continuing education programs 
are needed to fill this gap. Weaver et al. (2010) recognized the need of continuing 
education to “develop the attitudes, behaviors (skills), and cognitive knowledge necessary 
for highly reliable and effective team performance” (p. 208). According to Geissler et al. 
(2002), most professionals learn about collaboration within the workplace (as cited by 
Lumague et al., 2006), and these educational initiatives are helpful for individuals who 
have already completed their qualifying educational programs (Lumague et al., 2006). 
Effectiveness of Interprofessional Collaboration and Interprofessional Education 
Interventions 
Based on research into IPC and IPE interventions among community-based, 
social services, and health care professionals and students, the most effective 
interventions emphasized: (1) specific content, (2) an organizational structure to avoid 
confusion, (3) instructional strategies, and (4) environmental supports to improve 




following content and recommendations for organizational structure: (1) evidence for 
recommended strategies, (2) the creation of participant statements to encourage continued 
implementation of IPC, (3) sharing narratives, (4) training on professional roles and 
procedures, and (5) deliberate organization to avoid confusion and frustration (Campion-
Smith et al., 2011; McKay & Crippen, 2008; Meffe et al., 2012; Myers & O’Brien, 2015; 
Sargeant et al., 2011). Effective IPC interventions included: (1) communication 
interventions that were consistent and client-centered, (2) clarification of roles, (3) 
collective monitoring of the client and treatment plan, (4) time to develop trust, and (5) 
demonstration of effective team behavior by fellow practitioners and colleagues 
(Cornwell et al. 2010; Gaines et al., 2008; Hudson et al., 2017; McKay & Crippen, 2008; 
Reed et al., 2017; Ryan et al., 2017; Weaver et al., 2010). Effective IPC interventions 
also focused on: (1) the client and family goals as a team, (2) equality among team 
members, (3) problem solving, (4) conflict resolution (proactive and retroactive), and a 
(5) universal clinical language (Cornwell et al. 2010; McKay & Crippen, 2008; 
Sonnenmeier et al., 2005; Weaver et al., 2010).  
IPE interventions with positive outcomes used a variety of evidenced-based 
instructional strategies to meet the unique learning needs of each participant: discipline-
specific training, didactic presentations, peer teaching, readings, videos, discussions, 
debriefing, reflection, shadowing experiences, and demonstration and practice-based 
interventions within a team setting (Lairamore et al., 2019; Meffe et al., 2012; Myers & 
O’Brien, 2015; Reed et al., 2017; Ryan et al., 2017; Sargeant et al., 2011; Weaver et al., 




interventions required a safe and supportive learning environment, support by 
administration, and an organizational and professional culture that appreciates 
collaboration (McKay & Crippen, 2008; Meffe et al., 2012; Weaver et al., 2010). 
 Supportive literature indicated positive outcomes including increased practitioner 
leadership skills and comfort, confidence, and self-efficacy in collaboration (Campion-
Smith et al., 2011; Dunleavy, 2015; Gaines et al., 2008; Hudson et al., 2017; Meffe et al., 
2012; Myers & O’Brien, 2015; Reed et al., 2017). Moreover, professionals demonstrating 
collaborative behaviors exhibited improved respect for the roles and views of other 
professionals in addition to improved communication, new knowledge, and refined skills 
related to their practice (Campion-Smith et al., 2011; Dunleavy, 2015; Gaines et al., 
2008; Hudson et al., 2017; Lairamore et al., 2019; Lumague et al, 2006; Meffe et al., 
2012; Myers & O’Brien, 2015; Reed et al., 2017; Sargeant et al., 2011). As a team, there 
is: (1) an improvement in staff morale, (2) better coordination of care, (3) an increase in 
workplace functioning and productivity, and (4) an improvement in the provision of safe, 
ethical, effective, and client-centered care (Cornwell et al. 2010; Ryan et al., 2017; 
Sonnenmeier et al., 2005; WHO, 2010). Clients also benefit from IPC and IPE 
interventions as seen in an improvement in their satisfaction, safety, health care outcomes 
as well as more involvement in the health care planning and implementation processes 
(Cornwell et al. 2010; McKay & Crippen, 2008; Ryan et al., 2017; Sargeant et al., 2011; 
Sonnenmeier et al., 2005). 
Evidence Regarding the Need for Learning About Other Professions 




professions, sharing professional knowledge, and understanding and respecting 
professional roles as important components, capabilities, or competencies of IPC (Aguilar 
et al, 2014; Peabody & Demanchick, 2016; Suter et al., 2009). Aguilar et al. (2014) noted 
a need to make one’s own professional values clear and to find opportunities to learn 
about other professionals’ values as students, practitioners, and educators. According to 
Loisel et al. (2005) and Reeves et al. (2009), individuals with different professional 
values can work together effectively on a team (as cited by Aguilar et al., 2014) if the 
appropriate measures are taken in preparation for and during collaboration. Gordon, 
Marshall, and Hunt (2005) reported that sharing of professional knowledge is one of four 
capabilities of interprofessional working identified by the Combined Universities 
Interprofessional Learning Unit (CUILU) (as cited by Suter et al., 2009). 
Peabody and Demanchick (2016) and Suter et al. (2009) recognized 
understanding health professionals’ roles as an interprofessional practice competency. 
First, Peabody and Demanchick (2016) acknowledged the need to accept learning as part 
of the collaborative process, and the journal-club model was recommended to learn about 
and from each other. “As the [journal-club] group met once a month, insight into role 
knowledge, differences, boundaries, similarities, and commonalities emerged” (Peabody 
& Demanchick, 2016, p. 107). Additionally, Suter et al. (2009) identified understanding 
and respecting professional roles and responsibilities as an interprofessional competency. 
This competency is also well supported in the literature, and it relates to positive client 
and provider outcomes (Suter et al., 2009). Student and staff education must include this 




and reflection” was an additional theme that emerged from the health care professional 
interviews related to interprofessional practice competencies (Suter et al., 2009, p. 47). 
Three studies of IPE interventions focused on learning about other professions’ 
cultures, values, professional languages, and scopes of practice (Campion-Smith et al., 
2011; Dunleavy, 2015; Lumague et al., 2006). The IPE interventions were 
interprofessional meetings, an IPE clinical placement for students, and a continuing 
education course (Campion-Smith et al., 2011; Dunleavy, 2015; Lumague et al., 2006). 
Two of the studies used interprofessional meetings along with other intervention tools to 
learn about the other professions (Campion-Smith et al., 2011; Lumague et al., 2006), and 
Dunleavy (2015) assessed the impact of a continuing education course to teach OT 
practitioners about behavioral interventions. All three interventions demonstrated positive 
outcomes to include: (1) respecting the roles and views of other professionals, (2) 
improved communication, (3) new knowledge and skills related to collaboration and 
other professions, (4) changes in practice and professional behaviors, (5) improved 
confidence and self-efficacy, (6) a better understanding of the strengths, perspectives, and 
roles of other professionals, (7) recognition of the importance of IPC, and (8) and a desire 
for health care education to include opportunities to improve IPC (Campion-Smith et al., 
2011; Dunleavy, 2015; Lumague et al., 2006).  
The study of the continuing education course re-assessed its outcomes at a one-
month follow-up with sustained positive results; however, the OT practitioners reported 
limited implementation of behavior principles without ongoing support (Dunleavy, 




describing the change process as a result of the educational interventions; however, the 
interprofessional care meetings emphasized the importance of sharing narratives or 
stories from one’s own professional experience in small groups (Campion-Smith et al., 
2011). Snowden (1996) discussed the use of stories to better understand culture, while 
Abma (1999) discussed how stories assist with making decisions, relating to others, and 
clarifying one’s identity and roles (as cited by Campion-Smith et al., 2011). There is 
strong evidence to support that learning about other professions is an important 
interprofessional competency and that interprofessional meetings or continuing education 
courses can have a positive impact on the knowledge, skills, and interprofessional 
practice of health care practitioners and students. (Aguilar et al, 2014; Campion-Smith et 
al., 2011; Dunleavy, 2015; Lumague et al., 2006; Peabody & Demanchick, 2016; Suter et 
al., 2009). 
Evidence Regarding the Need for Setting Clear Roles and Responsibilities 
Clearly defining and delegating roles, responsibilities, and expertise among 
professionals is a vital component of IPC (Eaton & Regan, 2015; Peabody & 
Demanchick, 2016; Suter et al., 2009); however, no studies were found that focused 
exclusively on this element in collaborative or educational interventions. Wenger, 
McDermott, and Snyder (2002) described the use of a community-of-practice model to 
include people with a common “interest, passion, expertise, and practice” as a way to 
achieve role clarification (as cited by Peabody & Demanchick, 2016, p. 106). Peabody 
and Demanchick (2016) also discussed the need to continuously clarify roles and 




is unique in that it cannot be transferred from another team environment, and it requires 
interaction and communication with other professionals (Hudson et al., 2017). Setting 
clear roles and responsibilities is an important component of IPC (Eaton & Regan, 2015; 
Peabody & Demanchick, 2016; Suter et al., 2009), and it must be considered during both 
educational and collaborative interprofessional opportunities to improve the efficiency 
and effectiveness of collaborative services. Setting clear roles and responsibilities helps 
to define each professionals’ functions within the group, remediate overlaps in scopes of 
practice, and prevent conflicts from occurring. This key component will be further 
explored within the remainder of this chapter. 
Evidence Regarding the Need for Communication and Relationship-Building Skills 
Several authors and studies discussed that communication and relationship-
building skills are important components, capabilities, or competencies of IPC (Kim et 
al., 2016; Peabody & Demanchick, 2016; Suter et al., 2009). According to Walsh et al. 
(2005), the CUILU also included communication in addition to sharing of professional 
knowledge as an important capability of interprofessional working (as cited by Suter et 
al., 2009). Communicating effectively is an interprofessional competency that is well 
supported in the literature and relates to positive client and provider outcomes (Suter et 
al., 2009). Kim et al. (2016) noted that conflict is important within collaboration, and 
team members must have the necessary communication skills to voice their concerns, 
find resolutions, and sustain productive relationships with their colleagues. Effective 
communication includes “skillful negotiation to overcome differences in viewpoints 




professional language for other professional groups, clients, and families to ensure 
understanding (Suter et al., 2009, p. 46). Having confidence in one’s discipline-specific 
knowledge and culture can also improve interprofessional communication with others 
(Meffe et al., 2012). An additional theme that emerged from the health care professional 
interviews on effective IPC was building trust and respectful relationships (Suter et al., 
2009). 
Two examples of effective communication in the workplace were team rounds 
and charting, which helped with coordinating care and sharing pertinent client 
information (Suter et al., 2009). Stonebridge (2005) also considered the following 
communication modalities to improve IPC: meetings, communication technology, and 
electronic systems (as cited by Eaton & Regan, 2015). Communication skills can be 
developed through the creation of social skill groups or journal clubs to provide an arena 
for the support of relationships and social interaction (Peabody & Demanchick, 2016). 
 Though efficient and effective collaboration amongst the health care team is 
critical, most health care professionals do not believe that they have adequate training in 
communication strategies to resolve differences between professional groups (Sexton & 
Orchard, 2016). Accordingly, student and staff education should focus on the 
development of communication skills and strategies that are specific to working on 
interprofessional teams during pre- and post-licensure trainings (Rice et al., 2010; Suter 
et al., 2009). Runde and Flanagan (2012) stated that with effective training on 
communication skills, health care professionals can engage in discussions with all 




necessary for collaborative decision making to occur (Sexton & Orchard, 2016). In 
addition to education, Kapur et al. (2016) identified the importance of an environment 
that values respect and safety for effective communication to transpire (as cited by Ryan 
et al., 2017). Effective communication and conflict resolution has many positive 
outcomes for providers and teams to include improved IPC, enhanced team performance, 
and improved health care providers’ satisfaction; clients also benefit through improved 
satisfaction, outcomes, and safety (Chong et al., 2013; Eaton & Regan, 2015; Peck & 
Norman, 1999; Sargeant et al., 2011; Sexton & Orchard, 2016). 
One collaborative intervention and one educational intervention were located that 
focused solely on the outcomes of communication and relationship-building skills (Ryan 
et al., 2017; Sargeant et al., 2011). The IPC intervention was a communication form that 
was initiated during admission, utilized during huddles, and updated and shared during 
shift changes (Ryan et al., 2017). The IPE intervention was four 2-hour interprofessional, 
evidence-based, communication skills workshops and practice opportunities using the 
principles of interactive theater (Sargeant et al., 2011). Both interventions demonstrated 
positive results in team performance and client outcomes to include: (1) improved 
coordination of care, (2) quicker discharge processes, (3) improved communication, (4) 
enhanced learning of the perspectives and experiences of other professions, and (5) 
improved understanding and respect for other professionals (Ryan et al., 2017; Sargeant 
et al., 2011). Clients were also more satisfied, involved in treatment, and ready for 
discharge with the implementation of the IPE and IPC interventions (Ryan et al., 2017; 




re-assessed its outcomes at a three-month follow-up with the following results: “more 
discussion and active participation with other health professionals, personal reflection on 
communication in the workplace, and changes in individual communication with 
patients” (Sargeant et al., 2011, p. 266).  
The communication form resulted in positive outcomes because there was 
thorough, frequent, and discipline-specific training for staff prior to its implementation, 
and the communication intervention was consistent and client-focused (Ryan et al., 
2017). Additionally, the interprofessional communication skills workshops resulted in 
positive outcomes because: (1) evidence was provided for effective communication, (2) 
skills were observed and practiced through role-playing, (3) discussions and debriefing 
were emphasized, and (4) the most effective approaches were identified and discussed 
(Sargeant et al., 2011). There is strong evidence to support that communication and 
relationship-building skills are an important interprofessional competency and that a 
communication intervention or training can have a positive impact on IPC by improving 
client, provider, and health care team outcomes (Chong et al., 2013; Eaton & Regan, 
2015; Peck & Norman, 1999; Ryan et al., 2017; Sargeant et al., 2011; Sexton & Orchard, 
2016). 
Evidence Regarding Interprofessional Collaboration Outcomes and Effectiveness 
Six studies of IPC interventions were recognized that examined the effectiveness 
of several components of collaboration on client, provider, and team outcomes (Cornwell 
et al., 2010; Gaines, et al., 2008; McKay & Crippen, 2008; Reeves et al., 2017; Rice et 




based interventions, which reported that these interventions “may slightly improve 
clinical process/efficiency and client health outcomes compared to usual care or an 
alternative intervention” (Reeves et al., 2017, p. 22). Additional studies examined IPC 
interventions, such as: (1) a four step semi-scripted process for collaboration, (2) a 
combination of case coordination rounds and complex care meetings, (3) a 
multidisciplinary treatment for children, (4) a client and team supports planning model, 
and (5) an educational outreach and collaborative care model (Cornwell et al., 2010; 
Gaines, et al., 2008; McKay & Crippen, 2008; Rice et al., 2010; Sonnenmeier et al., 
2005). 
Four of the five studies demonstrated positive results (Cornwell et al., 2010; 
Gaines, et al., 2008; McKay & Crippen, 2008; Sonnenmeier et al., 2005). The four step 
semi-scripted process for collaboration did not change the frequency or quality of 
collaboration because the intervention was too brief, was unsuccessful in changing the 
practices of the participating health care professionals, and was not supported by senior 
staff members who rarely demonstrated or encouraged its use (Rice et al., 2010). The 
four interventions with positive results demonstrated the following outcomes: (1) 
decreased treatment costs, (2) improved collaboration among team members, (3) 
clarification of the client’s goals, (4) increased engagement and learning opportunities for 
the client, (5) improved client outcomes, and (6) increased practitioner knowledge and 
perceived skills (Cornwell et al., 2010; Gaines, et al., 2008; McKay & Crippen, 2008; 
Sonnenmeier et al., 2005). 




in positive outcomes. First, the combination of case coordination rounds and complex 
care meetings were effective due to: (1) a common clinician language, (2) a focus on the 
same goals, (3) clarification of roles and communication expectations among caregivers, 
(4) training on professional roles and functions, and (5) support by administration 
(McKay & Crippen, 2008). Second, the multidisciplinary treatment team for children 
resulted in positive outcomes due to: (1) communication for consistent reinforcement of 
expected client performance, (2) collective monitoring of the client and treatment plan to 
ensure safety, and (3) clearly defined goals and outcomes (Cornwell et al., 2010). 
Although not clearly stated within the article, the multidisciplinary treatment team for 
children also demonstrated clear role delineation and shared responsibility in making 
recommendations and contributions to the treatment plan. Third, the client and team 
support planning model resulted in positive outcomes due to a focus on planning, 
problem solving, and conflict resolution (Sonnenmeier et al., 2005). Fourth, the 
educational outreach and collaborative care model did not specifically describe the 
change process; however, the following components of the intervention were identified: 
clear process and roles, shared decision making, and flexibility in adjusting roles based 
on the needs of the group. Based on the outcomes of the above-mentioned studies, there 
is strong evidence to support that IPC interventions can have a positive impact on client 
outcomes and collaborative team functioning as well as providers’ knowledge, perceived 
skills, confidence, and evidence-based practice (Cornwell et al., 2010; Gaines, et al., 





Evidence Regarding Interprofessional Education Outcomes and Effectiveness 
Nine studies of IPE interventions were recognized that examined the effectiveness 
of several components of collaborative education on client, provider, and team outcomes 
(Hudson et al., 2017; Lairamore et al., 2019; Lucas et al., 2019; Meffe et al., 2012; Myers 
& O’Brien, 2015; Reed et al., 2017; Reeves et al., 2013; Weaver et al., 2010; WHO, 
2010). One study was a survey conducted by the WHO (2010), two studies reviewed 
existing studies and literature, and six studies examined specific IPE initiatives to 
include: (1) a teamwork system for health care professionals, (2) the Reflective 
Interprofessional Education Model, (3) a peer-led and acute care focused IPE experience, 
(4) online education for students, (5) an IPE pilot program, and (6) the Health Care Team 
Challenge (Hudson et al., 2017; Lairamore et al., 2019; Lucas et al., 2019; Meffe et al., 
2012; Myers & O’Brien, 2015; Reed et al., 2017; Reeves et al., 2013; Weaver et al., 
2013) 
The WHO (2010) endorses consistent and effective use of IPE and collaborative 
practice among health care professionals. Within this same article, the WHO (2010) also 
conducted a survey of health care practitioners and students to explore the specific 
educational and health care benefits of IPE. During IPE, students are provided with real 
world experiences and the opportunity to learn about other health care practitioners 
(WHO, 2010). IPE also positively impacts organizations, teams, practitioners, and clients. 
The organization and team benefits through: (1) improved workplace functioning and 
productivity, (2) increased teamwork, (3) improved communication, and (4) more ethical 




relationships with clients (WHO, 2010). It also improves practitioners’ knowledge, 
understanding, and reflection as seen in a greater clarity with roles and responsibilities, 
improved learning and critical reflection, and a better understanding of the clients’ needs 
(WHO, 2010). IPE ultimately impacts clients by improving outcomes, safety, and access 
to health care (WHO, 2010).  
There were two papers that reviewed existing studies and literature on IPE 
(Reeves et al., 2013; Weaver et al., 2013). Positive findings were noted within specific 
health care outcomes to include: (1) diabetes management, (2) departmental culture, (3) 
client satisfaction, (4) team behavior and safety, and (5) practitioner competencies 
(Reeves et al., 2013). Additionally, Weaver et al. (2010) noted that demonstration and 
practice-based interventions were most effective when compared to information-based 
interventions. Demonstration is an imperative component of adult learning for 
contextualized examples, and practice opportunities can be achieved through role-
playing, computer-based simulation, and guided practice (Weaver et al., 2010). The 
components of team performance and team training that produce effective continuing 
education initiatives included: (1) practitioners and colleagues modeling effective team 
behavior, (2) an organizational and professional culture that appreciates IPC, (3) a 
common language for communication and coordination of care, (4) opportunities to 
practice IPC competencies within a team setting, (5) proactive and retroactive conflict 
management, and (6) knowledge of roles and procedures (Weaver et al., 2010).  
All six of the IPE intervention studies demonstrated positive participant and team 




professionals (Hudson et al., 2017; Lairamore et al., 2019; Lucas et al., 2019; Meffe et 
al., 2012; Myers & O’Brien, 2015; Reed et al., 2017). Outcomes specific to students were 
increased beliefs in IPE interventions as an effective learning tool, improvements in the 
opinions of teamwork and IPC, and changes in professional practice that were maintained 
for over a year (Lairamore et al., 2019; Lucas et al., 2019; Meffe et al. 2012). More 
broadly, student and practitioner changes were seen in: (1) self-efficacy, (2) confidence, 
(3) knowledge, (4) interpersonal skills, and (5) valuing the components of collaboration 
(Hudson et al., 2017; Lairamore et al., 2019; Meffe et al., 2012; Myers & O’Brien, 2015; 
Reed et al., 2017). Participants demonstrated: (1) increased self-efficacy in 
interprofessional practice, (2) increased confidence in leadership, (3) enhanced 
understanding of their own and other professions’ roles and responsibilities, and (4) the 
ability to critically analyze and evaluate different viewpoints (Hudson et al., 2017; 
Lairamore et al., 2019; Myers & O’Brien, 2015; Reed et al., 2017). Within the realm of 
interpersonal skills and valuing collaboration, participants exhibited: (1) trust and respect 
in teamwork and collaboration, (2) increased comfort and willingness to collaborate, (3) a 
shared goal of client and family-centered care, and (4) an understanding of the 
importance of confident communication, valuing others, and relationship-building 
(Lairamore et al., 2019; Meffe et al., 2012; Myers & O’Brien, 2015). Teams also 
demonstrated improved performance because of IPE interventions (Reed et al., 2017). 
IPE interventions discussed how the interventions resulted in positive outcomes 
through specific program structure, activities, and environmental supports. Effective 




(2) combined peer teaching and IPE simulation experiences, (3) used small groups, and 
(4) demonstrated structure and deliberate organization of course content to avoid 
confusion and frustration (Lairamore et al., 2019; Meffe et al., 2012; Myers & O’Brien, 
2015; Reed et al., 2017). Participants within these programs: (1) gained and applied 
factual knowledge to current team opportunities, (2) participated in online courses with 
students from other professions, (3) developed participant statements about their plans to 
continue implementing IPC, and (4) discussed similarities and differences among 
professions to improve mutual understanding (Meffe et al., 2012; Myers & O’Brien, 
2015). Program facilitators and teachers: (1) demonstrated positive professional 
communication and collaboration, (2) provided a safe and supportive learning 
environment, (3) encouraged working together as equals, and (4) allowed time to develop 
trust in the professional expertise of others (Hudson et al. 2017; Meffe et al., 2012). The 
variety of instructional and simulation-based learning strategies were evident in the IPE 
interventions as: online module and group discussions, peer teaching, didactic 
presentations, readings, videos, programmed learning, live role plays, shadowing 
experiences, debriefing, and reflection (Lairamore et al., 2019; Meffe et al., 2012; Reed 
et al., 2017). Strong evidence supports education-based IPC interventions due to a 
positive impact on collaborative practice, workplace performance, and practitioner or 
student self-efficacy, knowledge, skills, and behavior (Hudson et al., 2017; Lairamore et 
al., 2019; Lucas et al., 2019; Meffe et al., 2012; Myers & O’Brien, 2015; Reed et al., 




Summary of Interprofessional Collaboration and Interprofessional Education 
Interventions 
The literature on best practice for collaboration between OT and ABA 
practitioners is limited. A significant number of studies that examined IPC and/or IPE 
interventions demonstrated positive outcomes (Campion-Smith et al., 2011; Cornwell et 
al., 2010; Dunleavy, 2015; Gaines et al., 2008; Hudson et al., 2017; Lairamore et al., 
2019; Lucas et al., 2019; Lumague et al., 2005; Meffe et al., 2012; McKay & Crippen, 
2008; Myers & O’Brien, 2015; Reed et al., 2017; Ryan et al., 2017; Sargeant et al., 2011; 
Sonnenmeier et al., 2005). Effective programs for working professionals included: (1) 
dedicated interprofessional team meetings, (2) the addition of a communication 
intervention during huddles, (3) continuing education courses or team workshops, (4) 
educational outreach, and (5) collaborative care models for different settings and client 
populations (Campion-Smith et al., 2011; Cornwell et al., 2010; Dunleavy, 2015; Gaines 
et al., 2008; McKay & Crippen, 2008; Reed et al., 2017; Ryan et al., 2017; Sargeant et 
al., 2011; Sonnenmeier et al., 2005). Effective programs for health care students included 
different IPE models or experiences, an online education program across academic 
institutions, and a collaborative competition (Hudson et al., 2017; Lairamore et al., 2019; 
Lucas et al., 2019; Lumague et al., 2006; Meffe et al., 2012; Myers & O’Brien, 2015). 
One program to guide interprofessional communication was found to be ineffective 
because it was too brief, and it lacked sufficient explanation to all employees, 
institutional support, and role modeling by senior staff members (Rice et al., 2010). Rice 




addition to interventions or programs targeted to ease communication. 
The most effective interventions emphasized specific information, organizational 
structure, instructional strategies, and environmental supports to improve practitioner, 
team, and client outcomes. Effective IPE interventions included: (1) evidence for 
recommended strategies, (2) the creation of participant statements to encourage continued 
implementation of IPC, (3) sharing narratives, (4) training on professional roles and 
procedures, and (5) deliberate organization to avoid confusion and frustration (Campion-
Smith et al., 2011; McKay & Crippen, 2008; Meffe et al., 2012; Myers & O’Brien, 2015; 
Sargeant et al., 2011). Effective IPC interventions included: (1) communication 
interventions that were consistent and client-centered, (2) clarification of roles, (3) 
collective monitoring of the client and treatment plan, (4) time to develop trust, and (5) 
demonstration of effective team behavior by fellow practitioners (Cornwell et al. 2010; 
Gaines et al., 2008; Hudson et al., 2017; McKay & Crippen, 2008; Reed et al., 2017; 
Ryan et al., 2017; Weaver et al., 2010). Effective IPC interventions also focused on: (1) 
the same goals as a team, (2) equality among team members, (3) problem solving, (4) 
conflict resolution (proactive and retroactive), and a (5) common clinical language 
(Cornwell et al. 2010; McKay & Crippen, 2008; Sonnenmeier et al., 2005; Weaver et al., 
2010).  
IPE interventions with positive outcomes used a variety of evidenced-based 
instructional strategies to meet the unique learning needs of each participant, including: 
discipline-specific training, didactic presentations, peer teaching, readings, videos, 




practice-based interventions within a team setting (Lairamore et al., 2019; Meffe et al., 
2012; Myers & O’Brien, 2015; Reed et al., 2017; Ryan et al., 2017; Sargeant et al., 2011; 
Weaver et al., 2010). In addition to the content and how it was delivered, effective IPC 
and IPE interventions required a safe and supportive learning environment, support by 
administration, and an organizational and professional culture that appreciates IPC 
(McKay & Crippen, 2008; Meffe et al., 2012; Weaver et al., 2010).  
IPC and IPE have positive outcomes including increased practitioner comfort, 
confidence, and self-efficacy in collaboration and leadership skills (Campion-Smith et al., 
2011; Dunleavy, 2015; Gaines et al., 2008; Hudson et al., 2017; Meffe et al., 2012; Myers 
& O’Brien, 2015; Reed et al., 2017). Moreover, professionals with increased IPC 
demonstrate improved respect for the roles and views of other professionals in addition to 
improved communication, new knowledge, and refined skills related to their practice 
(Campion-Smith et al., 2011; Dunleavy, 2015; Gaines et al., 2008; Hudson et al., 2017; 
Lairamore et al., 2019; Lumague et al, 2006; Meffe et al., 2012; Myers & O’Brien, 2015; 
Reed et al., 2017; Sargeant et al., 2011). As a team, there is: (1) an improvement in staff 
morale, (2) better coordination of care, (3) an increase in workplace functioning and 
productivity, and (4) an improvement in the provision of safe, ethical, effective, and 
client-centered care (Cornwell et al. 2010; Ryan et al., 2017; Sonnenmeier et al., 2005; 
WHO, 2010). Due to improved practitioner skills and team functioning, clients also 
benefit from IPC and IPE interventions as evidenced by improved client satisfaction, 
safety, and health care outcomes as well as more involvement in the health care planning 




In these studies, the effectiveness of the IPC and IPE interventions was assessed 
through the following research and collection methods: a telephone interview, 
questionnaires and surveys, focus groups, a retrospective chart review, a case study, 
quantitative measures, student participation and performance on coursework, and 
interviews. OT practitioners or students were on the interprofessional teams in eight of 
the 19 studies; however, ABA practitioners did not participate on any of the 
interprofessional teams. The studies were implemented in a variety of clinical and 
academic settings: a hospital, a pediatric, inpatient program, schools, emergency 
departments, operating rooms, mental health settings, an academic medical center or a 
teaching hospital, and a simulated acute care setting. The studies were conducted in the 
following countries: Australia, Canada, England, and the United States.  
One major limitation of all 19 studies is that they do not align with the country or 
region, setting, professionals, and client population studied in the proposed project. There 
were additional limitations related to the: (1) professionals or clients involved in the 
studies, (2) sample size, (3) study design, (4) evaluation measures, (5) intervention, and 
(6) generalization of results. The interest and motivation of the professionals to 
participate in the studies may have biased their perceptions of improvements because of 
the IPC or IPE interventions (Campion-Smith et al., 2011; Gaines et al., 2008; Hudson et 
al., 2017). The participants were not representative of the entire population (Campion-
Smith et al., 2011; Gaines et al., 2008; Reed et al., 2017), which limits generalizability of 
the results. Hudson et al. (2017) concluded that a small sample size was a limitation to 




establish a control or comparison group. Cornwell et al. (2010) were concerned with the 
level of evidence from a retrospective chart review, and Hudson et al. (2017) reported 
that their assessment tool was not validated and had poor psychometric properties. 
Cornwell et al. (2010) also had difficulty isolating the intervention effects and rate of 
progress from other interventions or components, such as building rapport with the 
family as well as current or prior therapeutic experiences. Overall, this online literature 
search revealed limited evidence of OT and ABA practitioner collaboration; however, 
helpful recommendations for effective IPE and IPC interventions can be gleaned and 
applied to the creation of an educational training program for these two professionals. 
Conclusion 
 Based on an extensive literature search among community-based, social services, 
and health care professions, four main barriers that limit or decrease the likelihood of 
collaboration among OT and ABA practitioners were identified: (1) biases, (2) differing 
cultures, values, and professional languages, (3) overlaps in scopes of practice, and (4) 
poor communication and relationships (Aguilar et al., 2014; Eaton & Regan, 2015; Kelly 
& Tincani, 2013; Kim et al. , 2016; Peck & Norman, 1999; Rice et al., 2010; Sexton & 
Orchard, 2016; Suter et al., 2009; Welch & Polatajko, 2016). Intergroup Contact Theory, 
when applied within the health care arena to IPE program development, also assumes that 
biases between professions is a major barrier to successful collaboration (Craddock et al., 
2006). IPC and IPE interventions are a solution to these barriers as they improve 
practitioners’ self-efficacy, knowledge, and skills (Campion-Smith et al., 2011; WHO, 




their ability to provide safe, client-centered, and effective health-related and therapeutic 
interventions (Cornwell et al., 2008; Ryan et al., 2017; Sonnenmeier et al., 2005). Due to 
improved practitioner skills and team functioning, clients also benefit from IPC and IPE 
interventions as evidenced by improved client satisfaction, safety, and health care 
outcomes as well as more involvement in the health care planning and implementation 
processes (Campion-Smith et al., 2011; WHO, 2010). The proposed program is designed 
to address the barriers to collaboration between OT and ABA practitioners by providing 




Chapter Three: Description of the Proposed Program 
Introduction 
Collaboration among OT and ABA practitioners is necessary to provide safe, 
effective, and comprehensive care for the complex therapeutic and functional needs of 
shared clientele (Reeves et al., 2017; Rice et al., 2010). OT practitioners in early 
intervention, schools, and outpatient therapy centers may engage in this collaborative 
partnership, and the clients for which collaboration occurs can vary by age and diagnoses. 
Welch and Polatajko (2016) note that OT and ABA practitioners are primed to 
collaborate due to many areas of overlap among each respective scope of practice; 
however, there is limited research to guide best practice for this collaborative partnership. 
Consequently, there is a need for an educational training to promote collaboration 
between OT and ABA practitioners by focusing on the components of interventions that 
are most effective in producing positive outcomes.  
Description of the Proposed Program 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners is an online, interactive, educational training for OT practitioners who 
collaborate with ABA providers. The first version of this program is designed to train 
pediatric, outpatient, OT practitioners in the state of Virginia. Following this version, the 
program will be expanded to ABA practitioners in the state of Virginia and OT 
practitioners in different states to increase the positive benefits of collaboration beyond 




between OT and ABA practitioners, and this objective is achieved in: (1) 10 sections of 
content, (2) questions for reflection and application, (3) a case study, and (4) instructions 
for peer teaching and the implementation of concepts within one’s daily practice. The 10 
sections of educational content are presented in Table 3.1.  
Table 3.1 
Educational Training Sections 
Section Title Content 
1 Collaboration 
Defined 
• Introduction to OT and ABA collaboration 
• Definition of collaboration 
• Strategies and skills included in collaboration 
• National and international organizations that support 
collaboration 
• List of individuals, groups, and organizations required for 
collaboration to occur 
2 Benefits of 
Collaboration 
• Benefits of collaboration and why it is beneficial 
3 Barriers to 
Collaboration 
• Barriers to collaboration between OT and ABA 
practitioners 
• Results of poor collaboration 
4 ABA • Definition of ABA 
• ABA’s scope of practice 
• The operant model or ABC’s of ABA 
• Functions of behavior 
• Multifunctional behavior 
• Functional behavior assessment 
• ABA treatment strategies and approaches 
• Reimbursement for services 
• ABA professional titles, training, and responsibilities 
5 OT’s Roles 
with Behaviors 
• OT’s roles with behaviors using the PEO model 
• OT strategies for behavior 
• OT’s strengths in addressing behaviors 
6 Virginia Board 
of Medicine 
• Requirements for ABA licensure, license renewal, scope 
of practice, and supervision 





7 Training • ABA organizations for accreditation of educational 
programs and certification/licensure 
• OT organizations for accreditation of educational 
programs and certification/licensure 
8 Compare and 
contrast 
• How do OT and ABA differ? 
• How are OT and ABA similar? 
9 Strategies to 
Improve IPC 
• Decrease professional biases 
• Learn about ABA 
• Acknowledge and accept different perspectives 
• Address overlaps in scopes of practice 
• Improve communication and relationships 
10 Conclusion and 
Practice 
• Seven steps for OT and ABA collaboration 
• Guided practice 
• Communication forms 
• Case study 
 
For Supporting Interprofessional Partnerships, the author will be responsible for 
identifying and recruiting OT practitioners and answering questions as participants 
complete the self-led, online training program and evaluation materials. Pediatric, 
outpatient, OT practitioners will be recruited from the state of Virginia. Once all 
interested candidates are identified, a link to the pre-test and online training will be 
provided. Following program evaluation, the online training program will be submitted 
for publication as a Virginia Occupational Therapy Association (VOTA) approved 
continuing education course. There is also the opportunity for additional iterations of the 
educational training by adding or adjusting the content for ABA practitioners and OT 
practitioners in different states. It would be beneficial to provide ABA practitioners with 
similar content to improve their knowledge and understanding of OT. 
Evidence and Relevant Policy and Systems Information for Program Design 




trainings to improve practitioners’ self-efficacy, knowledge, and skills (Campion-Smith 
et al., 2011; WHO, 2010). These interventions also have a positive impact on the 
functioning of teams and their ability to provide safe, client-centered, and effective 
health-related and therapeutic interventions (Cornwell et al., 2008; Ryan et al., 2017; 
Sonnenmeier et al., 2005). Due to improved practitioner skills and team functioning, 
clients also benefit from IPC and IPE interventions as evidenced by improved client 
satisfaction, safety, and health care outcomes as well as more involvement in the health 
care planning and implementation processes (Campion-Smith et al., 2011; WHO, 2010). 
IPE improves collaboration by addressing the attitudes and perceptions among 
professions, improving clinical skills, and strengthening the ability of the group to 
address challenges more holistically and beyond one’s professional scope of practice 
(Chong et al., 2013; Lumague et al., 2006). Weaver et al. (2010) recognized the need for 
continuing education to “develop the attitudes, behaviors (skills), and cognitive 
knowledge necessary for highly reliable and effective team performance” (p. 208). 
Supporting Interprofessional Partnerships is an educational training that employs 
the following evidence-based features to improve IPC: (1) increasing knowledge about 
other professions and communication strategies, (2) the use of interprofessional meetings 
or technology to communicate, (3) implementation of forms or handouts to supplement 
collaboration, and (4) demonstration or practice-based interventions (Campion-Smith et 
al., 2011; Dunleavy, 2015; Eaton & Regan, 2015; Lumague et al., 2006; McKay & 
Crippen, 2008; Peabody & Demanchick, 2016; Rice et al., 2010; Ryan et al., 2017; Suter 




that student and staff education should focus on the development of communication skills 
and strategies specific to the interprofessional team during pre- and post-licensure 
trainings. When implemented, these educational initiatives demonstrated positive results 
within the participants to include: (1) respecting the roles and views of other 
professionals, (2) improved communication, (3) new knowledge and skills related to IPC 
and other professions, (4) changes in practice and professional behaviors, (5) improved 
confidence and self-efficacy, (6) a better understanding of the strengths, perspectives, and 
roles of other professionals, (7) recognition of the importance of IPC, and (8) and a desire 
for health care education to include opportunities to improve IPC (Campion-Smith et al., 
2011; Dunleavy, 2015; Lumague et al., 2006). Peabody and Demanchick (2016) also 
acknowledged the need to accept learning as part of the collaborative process, and the 
journal-club model was recommended to learn about and from each other. “As the 
[journal-club] group met once a month, insight into role knowledge, differences, 
boundaries, similarities, and commonalities emerged” (Peabody & Demanchick, 2016, p. 
107). Communication skills can also be developed through the creation of journal clubs 
to provide an arena for the support of relationships and social interaction (Peabody & 
Demanchick, 2016). 
To focus on gaining knowledge about other professions and communication 
strategies, Supporting Interprofessional Partnerships includes ABA-specific didactic 
content and instructions for how to implement OT and ABA interprofessional meetings 
and journal clubs. Table 3.1 presents each section of the educational training and 




knowledge about ABA and communication strategies. Supporting Interprofessional 
Partnerships also includes a seven step process for OT and ABA collaboration during 
interprofessional meetings. Meetings and journal club group opportunities facilitate 
experiential learning in addition to improving communication skills through guided 
interactions. 
Second, within the literature, the use of interprofessional meetings are also 
recommended to: (1) coordinate care, (2) share pertinent information, (3) develop a 
common clinical language, (4) establish common goals, and (5) clarify professional roles 
(McKay & Crippen, 2008; Suter et al., 2009). Stonebridge (2005) also considered the use 
of communication technology and electronic systems to improve IPC through 
communication modalities (as cited by Eaton & Regan, 2015) as in-person 
interprofessional meetings are not always feasible. Supporting Interprofessional 
Partnerships mentions all modes of communication and offers strategies and guidelines 
for communication within the seven step process as seen in Table 3.2. The seven step 
process for collaboration between OT and ABA practitioners encourages proactive 
problem solving and negotiation to prevent disagreements within the collaborative 
process. See Appendix B for a visual of the seven steps for OT and ABA collaboration 






Seven Steps for OT and ABA Collaboration 
Step   Name   Description    
1 Introductions   Introduce yourself and your professional role.  
2 Goals   
Identify the family’s goals and how they are 
represented in each discipline’s treatment plan. 
Identify outcome measures. 
3 Treatment frequency  Discuss treatment frequency and expected duration for goals to be met.  
4 Intervention methods Share discipline-specific intervention methods. 
5 Compare and contrast Identify similarities and differences in goals and intervention methods. 
6 Shared decision making 
Present the evidence and decide on the most 
effective interventions with the family’s 
involvement. 
7 Ongoing communication 
Initiate communication at least every month to 
share changes in each discipline’s treatment plan. 
 
Third, an interprofessional form used during hospital rounds was effective in 
improving IPC because it was a consistent, patient-focused communication intervention 
with thorough and discipline-specific training prior to its implementation (Ryan et al., 
2017). At the end of Supporting Interprofessional Partnerships, OT and ABA 
collaboration forms are shared that can be used in conjunction with the seven steps of 
collaboration to document: (1) family goals, (2) discipline-specific goals and 
interventions, and (3) shared goals and interventions. The focus of the forms, like the 
form used during hospital rounds, are client focused. These forms also provide a structure 
for communication, and although not recommended, they can be used in lieu of in-person 
meetings and shared through email. This online educational training provides a thorough 
description of how to use these collaboration forms and how to train other individuals to 




Fourth, Supporting Interprofessional Partnerships emphasizes demonstration and 
practice-based learning opportunities at the conclusion of the didactic content. Weaver et 
al. (2010) noted that demonstration and practice-based interventions are most effective 
when compared to information-based interventions. Demonstration is an imperative 
component of adult learning for contextualized examples, and practice-based intervention 
examples include role-play opportunities, computer-based simulation, and guided 
practice. The guided practice activities in Supporting Interprofessional Partnerships 
include: (1) creating a personal statement for collaboration with ABA practitioners for 
current and future clients, (2) modeling and educating peers on IPC, (3) advocating for 
support of IPC within one’s organization, (4) shadowing an ABA provider, (5) video 
recording a session (with a caregiver’s permission) to note how often behavioral 
principles are used, (6) inviting an ABA professional to speak at an organization-
sponsored inservice, and (7) completing a case study on OT and ABA collaboration. See 
Appendix D for the training’s presentation of some of the guided practice activities.   
In addition to the inclusion of evidence-based features to improve IPC, 
Supporting Interprofessional Partnerships considers policy and systems factors in its 
design. Scope of practice and licensure legislation are provided according to the Virginia 
Board of Medicine, which is the organization required for both OT and ABA licensure in 
the state of Virginia. This information is presented to aid in understanding the legal 
definition of both professional groups and how these definitions create opportunities for 
overlap in scopes of practice, negotiation, problem solving, and collaboration. This 




different organizations and have different practice models and intervention frequencies. 
These differences and limited collaboration opportunities perpetuate misunderstandings 
as well as a lack of knowledge regarding each professions’ cultures, values, and 
professional languages. Supporting Interprofessional Partnerships will increase 
understanding and collaboration opportunities within an organizational system where OT 
and ABA practitioners often work with the same clients but for different organizations 
and providers. Additional examples of the evidence-based instructional methods are 
presented in Table 3.3. 
Table 3.3 








• What benefits of OT and ABA collaboration do you see in your 
daily practice? 
• What is one common antecedent that you use in your OT 
practice? 
• Has one of your clients been denied ABA services for a 
diagnostic reason? What did you do? 
Guided practice • Create a personal statement related to your goals for 
collaboration with ABA practitioners for your current and 
future clients. 
• Invite an ABA professional to speak at your organization. 
Collaboration 
forms 
• Why is ABA Recommended for My Child? 
o This handout can be helpful for caregivers when calling 
ABA providers and during the ABA evaluation to 
identify the child’s areas of need within their current 
therapeutic treatment plans. 
• OT and ABA Collaboration Form 
Case study • A case study for a 3-year-old boy with autism is presented to 
practice applying the seven step process for collaboration. It 
will begin with meeting the ABA practitioner during the 
evaluation, present opportunities for discussion and negotiation, 




Outcomes and Potential Barriers 
Supporting Interprofessional Partnerships was designed to: (1) decrease OT 
practitioners’ biases of ABA, (2) increase knowledge related to collaboration with ABA 
practitioners, (3) improve perceived ability to collaborate with ABA practitioners, and (4)  
increase the frequency of OT and ABA collaboration. Based on the post-test 
questionnaire completed within 3 days of the educational training, participants will 
demonstrate: (1) a decrease in incorrect biases of ABA, (2) an increase in knowledge of 
ABA’s culture, values, and professional language, (3) and an increase in knowledge of 
barriers to IPC and strategies to improve it. Three months after completing the program, 
participants will demonstrate an improvement in their perceived ability to collaborate 
with ABA practitioners and an increase in the frequency of collaboration with ABA 
practitioners. Twelve months after completing the program, participants will demonstrate 
a sustained improvement in perceived ability to collaborate with ABA practitioners and a 
sustained increase in frequency of collaboration with ABA practitioners. Potential 
barriers and challenges for implementation of the proposed program include: (1) 
translating a PowerPoint presentation into an eLearning online format for the participants 
to complete the training, (2) recruitment of participants, (3) time for participants to 
complete the training, and (4) behavior change in the participants.  
Summary and Conclusion 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 




collaborate with ABA providers in the state of Virginia. Research supports the use of 
interprofessional practice-based and education-based trainings to improve practitioner, 
client, and organizational outcomes (Campion-Smith et al., 2011; Cornwell et al., 2010; 
McKay & Crippen, 2008; Ryan et al., 2017; Sonnenmeier et al., 2005; WHO, 2010). 
Supporting Interprofessional Partnerships employs evidence-based features to improve 
IPC, such as: (1) increasing knowledge about other professions and communication 
strategies, (2) the use of interprofessional meetings or technology to communicate, (3) 
implementation of forms or handouts to supplement collaboration, and (4) demonstration 
or practice-based interventions (Eaton & Regan, 2015; Lumague et al., 2006; McKay & 
Crippen, 2008; Ryan et al., 2017; Weaver et al., 2010).  
In addition to the inclusion of evidence-based features to improve IPC, 
Supporting Interprofessional Partnerships considers policy and systems factors in its 
design, such as scope of practice and licensure legislation as well as the organizational 
systems in which OT and ABA practitioners work and collaborate. The desired and 
expected outcomes from Supporting Interprofessional Partnerships are: (1) a decrease in 
biases of ABA, (2) an increase in knowledge of ABA as well as barriers and strategies to 
improve collaboration, (3) an increase in OT practitioners’ perceived ability to 
collaborate, and (4) an increase in frequency of OT and ABA collaboration. Following 
the program’s pilot implementation, evaluation, and revisions, Supporting 
Interprofessional Partnerships will be submitted for publication as a VOTA-approved 




Chapter Four: Evaluation Plan 
Program Scenario and Stakeholders 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners is an online, interactive, educational training for OT practitioners who 
collaborate with ABA providers. OT practitioners, who typically work in early 
intervention, schools, and outpatient therapy centers, engage in this collaborative 
partnership, and the clients for which collaboration occurs can vary by age and diagnoses. 
Welch and Polatajko (2016) note that OT and ABA practitioners are primed to 
collaborate due to many areas of overlap among each respective scope of practice; 
however, there is limited research to guide best practice for this specific collaborative 
partnership. 
Based on research into collaboration among community-based, social services, 
and health care professionals, the following barriers to IPC were identified: (1) biases 
regarding a profession’s evidence-base, client-centeredness, and generalization of 
therapeutic interventions, (2) differing cultures, values, and professional languages, (3) 
overlaps in scopes of practice, (4) and poor communication and relationships (Aguilar et 
al., 2014; Eaton & Regan, 2015; Kelly & Tincani, 2013; Kim et al., 2016; Peck & 
Norman, 1999; Rice et al., 2010; Sexton & Orchard, 2016; Suter et al., 2009; Welch & 
Polatajko, 2016). Despite these barriers, IPC continues to be recommended by 
international, national, and local political and non-governmental organizations because it 




each involved party, (2) sharing the workload, (3) creating opportunities for repetition of 
strategies across environments, (4) viewing the client from a more holistic perspective, 
and (5) selecting the most effective interventions through provider, client, and caregiver 
discussions (Gilbert et al., 2010; Reeves et al., 2017; WHO, 2010). Accordingly, 
Supporting Interprofessional Partnerships addresses the need for an educational training 
to promote collaboration between OT and ABA practitioners by: (1) recognizing and 
correcting biases, (2) increasing knowledge of the other professions’ cultures, values, 
professional languages, and scopes of practice, and (3) strengthening communication and 
relationship-building skills. For example, the first version of this educational training is 
focused on educating OT practitioners about ABA. 
OT practitioners who participate in the online, educational training, Supporting 
Interprofessional Partnerships, are the direct beneficiaries of the program, and due to the 
widespread benefits of collaborative practice, additional beneficiaries include the clients, 
workplace organization, and the collaborating ABA practitioners. Supporting 
Interprofessional Partnerships will be delivered as an online course with: (1) didactic 
content, (2) questions for reflection and application, (3) a case study, and (4) instructions 
for peer teaching and the implementation of concepts within one’s daily practice. Based 
on a thorough literature review, there are limited, existing online, self-paced programs on 
OT and ABA collaboration. The online format will promote dissemination to 
occupational therapists throughout Virginia and seamless adaptation for different 
professional groups.  




first participant group of at least 25 OT practitioners who are recruited from pediatric 
outpatient therapy practices throughout the state of Virginia. One benefit of the online 
format is that OT practitioners participating in the pilot implementation will have 
flexibility to complete the online training during their workday and across several 
sessions if needed or desired. The author will be available for questions, but the program 
will run independently, as the participants complete the course asynchronously and 
during a time that works best for them. The users of the program evaluation research are: 
(1) the author, (2) the OT practitioners completing the online course, (3) pediatric, 
outpatient, OT practitioners throughout the state of Virginia, and (4) ABA providers in 
Virginia. 
Figure 4.1 
A Case Scenario Demonstrating the Justification for the Proposed Program and 
Evaluation Research 
 
Vision for Program Evaluation Research 
In the short term, the program evaluation research for Supporting 
Interprofessional Partnerships will assess the effectiveness of the program in: (1) 
decreasing the OT practitioners’ biases regarding ABA, (2) increasing the knowledge of 
Jessica is a pediatric, outpatient, OT practitioner that works at a private clinic in 
Richmond, VA. She agreed to participate in the pilot implementation of Supporting 
Interprofessional Partnerships, an online training developed for OT practitioners 
who collaborate with ABA providers. Jessica would like to know if this program is 
effective in achieving its desired outcomes to decide: (1) if she should continue to 
implement the recommended strategies within her daily practice and (2) if she 





ABA’s culture, values, and professional languages, (3) increasing the knowledge of 
strategies to enhance IPC, and (4) improving IPC between OT and ABA practitioners. It 
will also explore the OT practitioners’ satisfaction with the program content and delivery 
methods to improve future program implementation. In the long term, the program 
evaluation research will justify ongoing use of the program for OT practitioners in the 
state of Virginia to increase their knowledge of collaboration with ABA providers. 
Engagement of Stakeholders 
 The primary stakeholders of the evaluation plan are pediatric, outpatient, OT 
practitioners and ABA providers within the state of Virginia, and communication will 
occur with these groups by email two to three times during the program development 
phase. For the OT practitioners, information regarding the program content, delivery 
method, and evaluation process will be shared to seek feedback and increase buy-in for 
participation in the training and program evaluation processes. The managers and 
administrators of pediatric, outpatient practices will be engaged by discussing how the 
goals of the program will align with improving patient care and the mission and values of 
their respective institutions. The managers and administrators will also be informed of the 
program evaluation research plan to assess the effectiveness of the program and/or 
support ongoing development or revision prior to continued implementation. The ABA 
providers will be engaged by the prospect of improved collaboration with OT 
practitioners as well as plans to share and adjust the program and evaluation content for 
ABA practitioners throughout Virginia. The ABA practitioners will be asked to share 





Simplified Logic Model for Use with Stakeholders 
The purpose of the simplified logic model is to illustrate how the program will run 
(Boston University, n.d.-b) for stakeholder presentations. The simplified logic model in 
Figure 4.2 provides information on the clients, resources, intervention activities, program 
outputs, and short-term, intermediate, and long-term outcomes. Supporting 
Interprofessional Partnerships is an interactive, online, educational training for OT 
practitioners who collaborate with ABA providers. The educational training will include: 
(1) didactic content, (2) questions for reflection and application, (3) a case study, and (4) 
instructions for peer teaching and the implementation of concepts within one’s daily 
practice. The training recommends and facilitates collaboration opportunities with ABA 
providers to learn about ABA directly from practitioners and to implement recommended 
strategies to improve IPC. For creation and implementation of the program, budgeted 
items include computers with internet access and an eLearning authoring platform. 
Program outputs will be collected during and after the program’s implementation, such as 
number of trained OT practitioners, number of collaboration opportunities after training 
is completed, and number of clients impacted by collaboration. The intended short-term 
outcomes are: (1) a decrease in incorrect biases regarding ABA, (2) an increase in 
knowledge of ABA’s culture, values, and professional language, (3) and an increase in 
knowledge of the barriers to IPC and the strategies to improve it. At a three month 
follow-up, the OT practitioners’ perceived ability to collaborate with ABA providers and 




Competency Attainment Survey (ICCAS) (Revised) and a 5-point Likert scale on 
occurrences of collaboration. The long-term outcomes of the program will be a sustained 
improvement in perceived ability to collaborate with ABA practitioners and a sustained 
increase in the frequency of IPC opportunities. 
Figure 4.2  
Simplified Logic Model for the Proposed Program Evaluation Research  
	
Preliminary Exploration and Confirmatory Process 
As part of the confirmatory process, the author will have several meetings with 
three groups of stakeholders based on their respective roles in the program’s 
development, implementation, and evaluation. First, a virtual meeting will be scheduled 
with the managers and workplace administrators of pediatric, outpatient, therapy centers 




program evaluation results will be shared with the managers and administrators to 
provide evidence for the program’s continued implementation and to garner 
administrative and organizational support for collaboration between OT and ABA 
practitioners.  
Second, a virtual meeting with a group of volunteer OT practitioner participants 
will be scheduled for feedback on the program’s content and the logistics of its 
implementation and evaluation. OT practitioners will be the primary participants and 
users of the program, so it will be important to achieve their buy-in prior to the program’s 
pilot launch. The participating OT practitioners will complete pre- and post-test measures 
and provide feedback within the formative program evaluation.  
Third, ABA practitioners in Virginia will be contacted to provide feedback 
through phone conversations or emails regarding the ABA content in the educational 
guide. Supporting Interprofessional Partnerships will focus solely on educating OT 
practitioners; however, the educational training will demonstrate usefulness for IPC 
among other community-based, social services, and heath care providers. By including 
ABA practitioners as stakeholders for the program and program evaluation, this will 
increase the educational training’s use across disciplines with adaptations for additional 
audiences. 
The background information and supporting documentation provided during these 
meetings and communications will vary based on the stakeholder groups. For the 
pediatric, outpatient managers and workplace administrators, the following information 




outline of the program content, (4) how the program aligns with organizational visions 
and mission statements, and (5) the impact of IPC on client, practitioner, and 
organizational outcomes. This stakeholder group will be briefed on the program 
evaluation research design and methodology of the program evaluation to disseminate 
summative and formative data. Data will support revisions and/or continued 
implementation of the program for all OT practitioners within their respective 
organizations. This information will be presented via PowerPoint and shared prior to the 
virtual meeting to allow ample time for the managers and administrators to review and 
process the information in preparation for the provision of feedback, comments, and 
concerns. The main objective in sharing this information is for initial buy-in and approval 
of the program’s implementation. 
For the pediatric, outpatient, OT practitioners in Virginia, a virtual meeting will 
be scheduled. The author will present an outline of the program content, implementation 
plan, and evaluation plan to solicit feedback. This information will also be shared prior to 
the meeting and for the purpose of establishing buy-in for enrollment in the program and 
program evaluation. Participant responsibilities will include: (1) completion of the online 
modules, (2) implementation of recommended strategies, (3) completion of pre- and post-
test measures, and (4) provision of qualitative feedback on their experience using the 
program.  
For the ABA practitioners in Virginia, a rough draft of the educational training 
will be emailed to them for feedback on the readability and accuracy of the content. They 




exchange for their assistance, the content of the educational training will be shared with 
the ABA practitioners for their organization and colleagues. If the existing program is 
successful in achieving its outcomes for OT practitioners, the author will collaborate with 
the ABA providers to make adaptations for their profession. The ABA practitioners will 
desire information regarding the program evaluation process and results to assess 
effectiveness and feasibility in using a similar educational training for their profession. 
During the meetings, the author will elicit stakeholder input on the research 
questions, design elements, and the most effective and practical way to collect data from 
the target population. By soliciting feedback from three important stakeholder groups, it 
will be necessary to acknowledge and honor the perspectives and values of the 
stakeholders as well as practice negotiation and problem solving to reach consensus. The 
author will engage in active listening and take notes during the stakeholder meetings. She 
will ask clarifying questions to ensure full comprehension of the stakeholders’ feedback 
and present alternative options to address their concerns during or after the meetings. The 
author will make decisions based on the opinion of most of the stakeholders and available 
evidence. 
Program Evaluation Research Questions by Stakeholder Group 
Each stakeholder group will have different qualitative and quantitative research 
questions based on their interests in the program and program evaluation process. The 
author has established a list of potential research questions that will be shared and edited 
during the confirmatory process. Each research question will be answered by the 















• Was the information presented relevant to your clinical practice? 
• Was the information too easy or too complicated to understand? 
• Was the information delivered in an optimal format for 
learning? 
• Was the instruction sufficient to begin using strategies with 
clients? 
• Was the program duration adequate, or should it be shorter or 
longer? 
• Were some aspects of the program useful or effective? 
• Is there anything that should be changed to improve program 
content or delivery? 
• What key issues or problems experienced by participants were 
not addressed in the program? 
 
Quantitative 
• Did participants gain needed knowledge consistent with 
program goals? 
• Did participants’ biases of ABA decrease? 
• Did participants demonstrate an improvement in perceived 
ability to collaborate with ABA practitioners? 
• Did participants engage in more collaboration opportunities? 
• Were improvements in perceived ability to collaborate sustained 
at the 12 month follow-up evaluation? 
• Were higher frequencies of collaboration with ABA 







• Is the course format suitable for OT practitioners? 
• Were program participants sufficiently prepared to apply the 
learning content in their clinical practice? 
• Did participants in the program report a favorable experience? 
• Were any problems or issues reported? 







• Will the research data show that the program led to desired 
change in the dependent variables of interest? 
• Did participants gain needed knowledge that is consistent with 
the program’ goals? 
• Did participants’ biases of ABA decrease? 
• Did participants demonstrate an improvement in perceived 
ability to collaborate with ABA practitioners? 
• Did participants engage in more collaboration opportunities? 
• Were improvements in perceived ability to collaborate sustained 
at the 12 month follow-up evaluation? 
• Were higher frequencies of collaboration with ABA 





• Is there anything that should be changed to improve program 
content or delivery? 
• What key issues or problems experienced by participants were 
not addressed in the program? 
• Was the content on ABA delivered in an appropriate format and 
at an appropriate level of detail? 
• Was the information helpful in improving collaboration with 
ABA practitioners? 




• Did the participants gain needed knowledge that is consistent 
with the program’s goals? 
• Did participants’ biases of ABA decrease? 
• Did participants demonstrate an improvement in perceived 
ability to collaborate with ABA practitioners? 
• Did participants engage in more collaboration opportunities? 
• Were improvements in perceived ability to collaborate sustained 
at the 12 month follow-up evaluation? 
• Were higher frequencies of collaboration with ABA 
practitioners sustained at the 12 month follow-up evaluation? 
 
Research Design 
The program evaluation research for Supporting Interprofessional Partnerships 




of feedback from the OT practitioners on the program’s content and delivery. This 
feedback will be collected through one survey with open-ended questions that will be 
administered at the end of the online, educational training. Responses to the survey will 
be requested within three days of the participants’ program completion. The summative 
research approach will be a quasi-experimental single-group pretest-posttest design. The 
pre-intervention survey will include a series of questions to assess the dependent 
variables of interest: (1) true-or-false questions to evaluate biases related to ABA, (2) 
multiple choice questions to assess knowledge of ABA, barriers to IPC, and strategies to 
improve IPC, and (3) and a 5-point Likert rating scale to assess occurrences of 
collaboration with ABA practitioners by each mode of communication. The ICCAS will 
also be administered as it is standardized assessment of perceived ability to collaborate 
(Interprofessional Collaborative Competencies Attainment Scale [ICCAS], 2016). The 
true-or-false and multiple choice questions will be re-administered at the end of the 
online, educational training, and participants will be asked to answer them within three 
days of the program’s completion. Three months and 12 months after program 
implementation, the ICCAS and the 5-point Likert rating scale will be re-administered; 
these two measures evaluate outcomes that will require time and implementation of the 
program’s content for changes to occur. 
Methods 
OT participants will be recruited from the pediatric, outpatient, therapy centers 
throughout the state of Virginia, including both private and hospital-affiliated institutions. 




assistant and part-time or full-time status with one’s current employer. Licensure status 
will be confirmed using the Virginia Department of Health Professions License Lookup 
website. Exclusionary criteria include employment in settings outside pediatric, 
outpatient therapy (early intervention, schools, inpatient settings, etc.), PRN (or as 
needed) status with employer, or employment in a management or supervisory role. 
Confidentiality will be ensured by assigning each participant a code identifier that is 
comprised of letters and numbers. A spreadsheet with participant names and code 
identifiers will be kept securely on the author’s laptop and in a locked location when not 
in use.  
Formative or Process Research Data Gathering 
The methodology for the formative evaluation will consist of one survey 
administered at the end of the online, educational training. Responses to the survey will 
be requested within at least three days of the participants’ program completion. This 
survey will include qualitative information on the participants’ experiences during 
program completion through open-ended questions. Examples include: 
• Was the information presented in the program relevant to your clinical practice? Why 
or why not? 
• Was the information delivered in an optimal format for learning? If not, provide 
suggestions for improvement. 
• Was the program duration adequate, or should it be shorter or longer? 
• Is there anything that should be changed to improve the program’s content or 




• What key issues or problems experienced by the participants were not addressed in 
the program? 
Formative or Process Data Management and Analysis 
The author will identify themes among the participants’ open-ended responses 
with the use of NVivo, which is a qualitative data analysis software program. This 
information will be collected and stored in NVivo for descriptive data analysis, such as 
identification, occurrences, and frequencies of each theme. A visual representation of the 
qualitative data will be considered to supplement the text description of the themes in the 
final report. 
Summative or Outcome Research Variables and Measurement 
The dependent variables are: (1) biases of ABA, (2) knowledge of ABA, barriers 
to collaboration, and strategies to improve IPC, (3) occurrences of collaboration via each 
mode of communication, and (4) perceived ability to collaborate with ABA practitioners. 
Biases of ABA will be measured before and in the post-program survey with true-or-false 
questions, such as: (1) ABA is limited to discrete trial training (answer: false) and (2) 
ABA considers client desires and interests (answer: true). Knowledge of ABA, barriers to 
collaboration, and strategies to improve IPC will be measured before and after 
participation in the program with multiple choice questions, such as: ABA is the 
application of behavioral principles to create change in behaviors that are most significant 
to (a) the individual, (b) the board certified behavior analyst, or (c) the occupational 
therapist (answer: a). The multiple choice questions to assess changes in knowledge of 




Occurrences of collaboration via each mode of communication will be measured 
before, three months after the program, and 12 months after the program using a 5-point 
Likert scale: every 3 months or less, every 1-2 months, every 1-2 weeks, 2-3 times per 
week, and more than 3 times per week. Collaboration for this scale will be defined as the 
average number of times that the OT practitioner communicates with the ABA providers 
for each individual client. For example, if the OT practitioner emails the ABA provider 
for one client one time per week and for another client three times per week, the average 
would be two times per week. 
Perceived ability to communicate will be measured by the ICCAS, Revised as a 
standardized measure. It will be administered before, three months after, and 12 months 
after the program. The ICCAS measures the following six dimensions: (1) 
communication, (2) collaboration, (3) roles and responsibilities, (4) collaborative patient-
family centered approach, (5) conflict management/resolution, and (5) team functioning 
(ICCAS, 2016). Internal consistency of the ICCAS is high for two factors on the pre-test 
and one factor on the post-test (Archibald et al., 2014). The two factors in the pre-test are 
one’s own role/skill in collaboration (α = 0.96) and one’s involvement with the rest of the 
team and patient/family (α = 0.94) (Archibald et al., 2014). Because the post-test is 
represented by a single factor structure, this demonstrates the change in the learner’s 
understanding of interprofessional care as comprised of competencies that are highly 
interrelated (α = 0.98) (Archibald et al., 2014). 
Demographic and background information will be collected on all participants to 




years collaborating with ABA practitioners, (5) hours of previous coursework or personal 
research on collaboration with ABA providers, (6) years as an OT practitioner with 
current employer, and (7) current workplace organization. This information will be 
collected within the pre-test survey and all participants will sign a consent form for this 
information to be gathered (Appendix E). The surveys and ICCAS will be administered 
using an online survey platform, such as Google Forms or Qualtrics.  
Summative or Outcome Data Management and Analysis 
The summative data will be collected by Google Forms or Qualtrics as 
participants complete the surveys and standardized measure. A repeat measures t-test will 
be used to determine if the difference between measures administered before and after the 
program are statistically significant. These outcomes include: (1) biases of ABA and (2) 
knowledge of ABA, barriers to collaboration, and strategies to improve IPC. A repeat 
measures t-test is most appropriate because the means for the true-or-false questions and 
multiple choice questions will be compared for the single group before and within three 
days of program completion. The repeat measures t-test will ascertain whether 
Supporting Interprofessional Partnerships is effective in: (1) decreasing biases of ABA 
and (2) improving knowledge of ABA, barriers to collaboration, and strategies to 
improve IPC.  
A repeat measures ANOVA will be used to determine if the differences between 
the measures administered before, three months after, and 12 months after the program 
are statistically significant. These outcomes include occurrences of collaboration by each 




is most appropriate because the means for the 5-point Likert rating scale for occurrences 
and the ICCAS will be compared for the single group before, three months after, and 12 
months after the program. The repeat measures ANOVA will reveal: (1) whether 
Supporting Interprofessional Partnerships is effective in increasing occurrences of 
collaboration and perceived ability to collaborate three months after the program and (2) 
if the difference is sustained 12 months after the program. Both Google Forms and 
Qualtrics have statistical analysis capabilities, such as t-tests and ANOVA, so additional 
statistical software will not be procured. 
Disseminating the Findings of Program Evaluation Research 
The findings of Supporting Interprofessional Partnerships will be disseminated 
to: (1) the OT participants, (2) the managers and administrators of pediatric, outpatient, 
therapy practices in Virginia, and (3) the ABA practitioners contacted during program 
development. All the parties will be provided with literature on the effectiveness of the 
program, limitations, and the author’s plans to revise and improve the program. The OT 
practitioners may use the findings of the program for clinical decision making and 
problem solving. The managers and administrators may utilize the findings to provide 
ongoing support and resources to the program for all therapy staff and new hires. The 
ABA practitioner stakeholder group may gain valuable information about the 
effectiveness and participant feedback of the program for potential program revisions and 
implementation with their profession.  
It is imperative that the program evaluation report clearly states: (1) the 




(3) plans for revision and improvement, and (4) recommendations for use within different 
organizational structures. As with the purpose and use of the findings for each referenced 
group, the program evaluation report format will vary. The OT participants will benefit 
from a paragraph sent through email to highlight the main findings and recommendations 
of the study. This information could also be reviewed during a virtual meeting. For this 
group, it is important to present the study’s findings in a clear and concise manner, so it is 
read, understood, and remembered. For the managers and administrators at pediatric, 
outpatient clinics and the ABA practitioner stakeholders, an executive summary will be 
written for each group. These groups are tasked with decision making about ongoing use 
and revisions of the program, so they will benefit from a more detailed document on the: 
(1) program, (2) program evaluation, (3) findings, and (4) recommendations for use that 
are most related to their needs. The executive summary will be shared electronically 
through email. In conclusion, disseminating the research findings for Supporting 
Interprofessional Partnerships will focus on: (1) the effectiveness of the program in 
achieving its outcomes, (2) the limitations of the study, (3) plans for revision and 
improvement, and (4) recommendations for use by pediatric, outpatient, OT practitioners 




Chapter Five: Funding Plan 
Program Description 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners is an online, interactive, educational training. This training promotes 
collaboration between OT and ABA practitioners by providing evidence-based and 
theoretically-sound solutions to eliminate the unique barriers to IPC. This program is 
necessary because IPC supports the provision of safe, effective, and comprehensive care 
for the complex therapeutic and functional needs of shared clientele (Reeves et al., 2017; 
Rice et al., 2010).  
OT and ABA practitioners often collaborate when working with children and 
young adults with disabilities (McGinnis, 2013). OT practitioners in early intervention, 
schools, and outpatient therapy centers may engage in this collaborative partnership, and 
the clients for which collaboration occurs can vary by age and diagnoses. Welch and 
Polatajko (2016) note that OT and ABA practitioners are primed to collaborate due to 
many areas of overlap among each respective scope of practice; however, there is limited 
research to guide best practice for this collaborative partnership. The first edition of this 
program is developed for pediatric outpatient OT practitioners who work in the state of 
Virginia and is focused on providing education on (1) the definition, benefits, and 
barriers to IPC, (2) ABA-specific information on culture, values, professional language, 
and scope of practice, and (3) strategies to improve collaboration with ABA practitioners. 




for the creation and dissemination of this program across a two-year timeline. 
Budgetary Expenses 
 For Supporting Interprofessional Partnerships, there are budgetary expenses for 
the creation and dissemination of the program within five distinct categories: equipment, 
supplies, communication, materials, and conference expenses. A notebook or desktop 
computer is needed for creating and disseminating the program. The computer must have 
internet access and Microsoft Office programs, such as PowerPoint, Word, and Excel. 
The author of the program currently owns a notebook computer that was purchased in 
Spring 2018 for approximately $500, so this cost will not be included in the present 
budget. Internet access is required to use the eLearning PowerPoint conversion software, 
to disseminate the program for pilot implementation, and to email pediatric outpatient OT 
practices and practitioners in the state of Virginia for additional program recruitment. The 
author’s current internet provider is Verizon Fios, and it costs $59.99 per month. It is 
assumed that ~20% of this author’s internet use will be attributed to this program. An 
annual cost of $143.98 will be required for internet access for this two-year budget unless 
the cost of this service increases. A Microsoft Office Personal account is also needed for 
Microsoft PowerPoint (initial program creation), Microsoft Word (handout and document 
fabrication), and Microsoft Excel (budgetary expense, funding source, and income 
tracking). This personal account costs $69.99 per year and was already purchased for 
May 2020 to May 2021; however, this expense is included in the budget for the second 
year. An eLearning authoring platform must be purchased to convert the program from a 




programs available, but based on an online review of 25 programs, Koantic was found to 
be the most economically priced platform to meet the needs of Supporting 
Interprofessional Partnerships. Koantic costs $39.99 per month or $479.88 per year. A 
smartphone is required for mobile access to email and phone call capabilities for 
maintenance and dissemination of the program. The author’s current phone bill is $74.43 
per month for the hardware installment plan as well as data and phone calling 
capabilities. It is assumed that 20% of her phone usage will be dedicated to this project, 
which amounts to a cost of $178.62 per year. For dissemination of Supporting 
Interprofessional Partnerships, the costs are thoroughly described in chapter 6 and 
included as a line item in Table 5.1. Please see additional details and the total cost for this 






























• To use the eLearning PowerPoint 
conversion software 
• To disseminate the program 






Microsoft Office 365 
Personal account 
$0.00 $69.99 • Microsoft PowerPoint: initial 
program creation 
• Microsoft Word: handout and 
document fabrication 
• Microsoft Excel: tracking of 
budgetary expenses, funding 




$479.88 $479.99 • To convert the program from a 
PowerPoint presentation into an 
online, interactive training 
 
Communication 








• To maintain and disseminate the 
program 
 
Dissemination $1148.99 $1094.99 • To disseminate the program to 
pediatric outpatient OT 
practitioners and ABA providers 
in the state of Virginia 
 
Total $1951.47 $1967.57  
 
Local Resources 
 The author of Supporting Interprofessional Partnerships has access to local, in-
kind resources including OT and ABA subject matter experts, workplace support and 
participant recruitment, and VOTA membership benefits. First, the author is strongly 
rooted within her workplace, Children’s Hospital of Richmond (CHoR) at Virginia 
Commonwealth University (VCU), so she can consult with OT and other therapeutic 
practitioners regarding the OT and IPC content within the program. The author has also 
developed strong relationships with local ABA practitioners who will provide feedback 
on the ABA-specific program content. Second, due to the author’s active participation 




within this organization may be recruited for the pilot implementation of the program 
with the approval of administration. Third, to become a VOTA-approved continuing 
education course, the application fees are waived for organization members. The author is 
a member of VOTA and will be able to access this specific membership benefit. 
Potential Funding Sources 
 For the first year of implementation, Supporting Interprofessional Partnerships 
will be offered at no cost to its participants. During this time, the program will be piloted 
among pediatric outpatient OT practitioners in Virginia to collect process evaluation 
information for program improvement. For the second year, the program will be $25 per 
participant to begin to offset some of the budgetary expenses. Additional funding sources 
may be available through crowdfunding and grant funding opportunities. Please see 
details in Table 5.2 below. 
Table 5.2.  
Funding Sources 
Funding source Description 
GoFundMe • This is a crowdsourcing platform that can be used to raise 
funds by creating an online entry and sharing it with family 





• This grant “provide[s] support for patients, families and team 
members of VCU Medical Center through service, grant, 
funding, and special activities” (VCU Health, n.d., para. 1). 
• The auxiliary funded 71 grants totaling $243,000 in 2019. 
• The grant amounts are not posted on the website, but each 
applicant can ask for an individualized amount that will meet 
their needs. 
• Applications for fiscal year (FY) 2020 were due in spring 
2020 and are currently being reviewed. 








• This grant program acts as an intermediary to provide federal 
funding to the development of “services and supports 
designed to achieve independence, productivity and 
integration and inclusion in the community for individuals 
with developmental disabilities” (Virginia Board for People 
with Disabilities, n.d., para. 3). 












• This grant is provided by the United States Department of 
Education (Grants.gov, n.d.).  
• The purpose of this program is to prepare personnel for 
working with children with disabilities from an evidence-
based and interdisciplinary perspective (Grants.gov, n.d.). 
• Grant amounts are not posted on the website. 
Office of Special 
Education 
Programs (OSEP) 
• The Technical Assistance and Dissemination program 
provides grand funding “to provide technical assistance, 
support model demonstration projects, disseminate useful 
information, and implement activities supplemented by 
scientific research” (U.S. Department of Education, n.d., 
para. 1). 




• This research fellowship supports postdoctoral students in 






• This research fund supports doctoral students, post-doctoral 
fellows, and faculty of Boston University College of Health 
and Rehabilitation Sciences: Sargent College in their 
research, teaching, and professional development 
opportunities (Boston University, n.d.-a). 
• Maximum $5,000 
• Application due March 30 







 Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners is an online, interactive, educational training. This training promotes 
collaboration between OT and ABA practitioners by providing evidence-based and 
theoretically-sound solutions to eliminate the unique barriers to IPC.  There are budgetary 
expenses for the creation and dissemination of the program within five distinct 
categories: equipment, supplies, communication, materials, and conference expenses. 
Program participants will incur a cost for enrollment during the second year of 
implementation to help offset the budgetary expenses. Crowdsourcing and grant funding 
opportunities will also be explored as described in Table 5.2. Supporting 
Interprofessional Partnerships will benefit from local, in-kind resources including OT 
and ABA subject matter experts, workplace support and participant recruitment, and 
VOTA membership benefits. The detailed funding plan described in this chapter will 
support program creation, implementation, and dissemination to improve collaborative 





Chapter Six: Dissemination Plan 
Program Description 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners is an online, interactive, educational training. This training promotes 
collaboration between OT and ABA practitioners by providing evidence-based and 
theoretically-sound solutions to eliminate the unique barriers to IPC. This program is 
necessary because IPC supports the provision of safe, effective, and comprehensive care 
for the complex therapeutic and functional needs of shared clientele (Reeves et al., 2017; 
Rice et al., 2010).  
OT and ABA practitioners often collaborate when working with children and 
young adults with disabilities (McGinnis, 2013). OT practitioners in early intervention, 
schools, and outpatient therapy centers may engage in this collaborative partnership, and 
the clients for which collaboration occurs can vary by age and diagnoses. Welch and 
Polatajko (2016) note that OT and ABA practitioners are primed to collaborate due to 
many areas of overlap among each respective scope of practice; however, there is limited 
research to guide best practice for this collaborative partnership. The first edition of this 
program is developed for pediatric outpatient OT practitioners who work in the state of 
Virginia and is focused on providing education on (1) the definition, benefits, and 
barriers to IPC, (2) ABA-specific information on culture, values, professional language, 
and scope of practice, and (3) strategies to improve collaboration with ABA practitioners. 




messengers, dissemination activities, expenses, and evaluation plan. 
Dissemination Goals 
Long-Term Goal 
• There will be fewer barriers to IPC between OT and ABA practitioners, resulting 
in improved outcomes for clients, practitioners, and organizations. 
Short-Term Goals 
• OT and ABA practitioners will recognize the importance of continuing education 
opportunities to improve collaboration. 
• OT and ABA practitioners will identify the benefits of and barriers to 
collaboration. 
• OT and ABA practitioners will implement evidence-based and theoretically-
sound strategies to improve IPC. 
• ABA practitioners will collaborate with the author to adapt the educational 




 The primary audience for dissemination of Supporting Interprofessional 
Partnerships is pediatric outpatient OT practitioners in the state of Virginia. The training 
program is effective in the following:  (1) decreasing biases of ABA, (2) increasing the 
knowledge of ABA’s culture, values, and professional language, (3) improving the 




improving perceptions of IPC with ABA practitioners. If this information is shared with 
pediatric outpatient OT practitioners, they will be more likely to enroll in the program 
and actively learn and apply the concepts to improve OT and ABA collaboration. 
Secondary Audience 
 The secondary audience for dissemination of Supporting Interprofessional 
Partnerships is ABA practitioners in the state of Virginia. By sharing the evaluation 
results with this audience, they will be more inclined to collaborate with the author to 
adapt the training program for their professional group. This is a vital step in improving 
IPC between OT and ABA practitioners through the expansion of knowledge and 
information exchange.  
Key Messages 
Pediatric Outpatient Occupational Therapy Practitioners 
• To improve the collaborative partnership between OT and ABA practitioners, it is 
necessary to participate in post-graduate, educational training to gain the requisite 
knowledge and skills to improve client, practitioner, and organizational outcomes. 
This training will expand upon graduate-level education and clinical experiences 
to better prepare practitioners for IPC with ABA practitioners. 
• There are unique barriers to IPC between OT and ABA practitioners that must be 
recognized and actively addressed to enhance collaboration. These barriers 
include: (1) biases, (2) differing cultures, values, and professional languages, (3) 
overlaps in scopes of practice, and (4) poor communication and relationship-




2013; Kim et al., 2016; Peck & Norman, 1999; Rice et al., 2010; Sexton & 
Orchard, 2016; Suter et al., 2009). 
• The implementation of evidence-based and theoretically-sound strategies will 
decrease the barriers to IPC with ABA practitioners, thus increasing collaboration 
opportunities and improving perceptions of collaboration. For example, to reduce 
professional biases, it is recommended that OT practitioners: (1) demonstrate 
positivity, (2) refrain from allowing previous experiences to discourage 
collaboration, (3) learn about ABA, and (4) strive to develop relationships with 
other professionals that are grounded in mutual respect. Within the educational 
training, strategies for each barrier are provided in addition to guided practice 
opportunities to improve IPC. Implementation of these strategies is necessary 
because effective IPC has the potential to improve client, practitioner, and 
organizational outcomes. 
Applied Behavior Analysis Practitioners 
• To improve the collaborative partnership between OT and ABA practitioners, it is 
necessary to participate in an educational training after ABA-specific coursework 
and certification to gain the requisite knowledge and skills to improve client, 
practitioner, and organizational outcomes. This training will expand upon ABA-
specific education and clinical experiences to better prepare practitioners for IPC 
with OT practitioners. 
• There are unique barriers to IPC between OT and ABA practitioners that must be 




practitioner, and organizational outcomes. 
• The implementation of evidence-based and theoretically-sound strategies will 
decrease the barriers to IPC with OT practitioners, thus increasing collaboration 
opportunities and improving perceptions of collaboration. Effective IPC has the 
potential to improve client, practitioner, and organizational outcomes. 
• The educational content in Supporting Interprofessional Partnerships must be 
adapted for ABA practitioners by adding OT-specific information on culture, 
values, professional language, and scope of practice. This adaptation process will 
involve active collaboration with the author to adjust the training content for ABA 
professionals of all educational and certification levels. 
Sources or Messengers 
Pediatric Outpatient Occupational Therapy Practitioners 
The author of Supporting Interprofessional Partnerships will collaborate with the 
VOTA to communicate the key messages of this program. VOTA serves as a credible 
source for advocacy, education, scholarships, resources, job postings, and networking for 
OT practitioners in the state of Virginia. The author will apply to become a VOTA-
approved continuing education provider, and if accepted will have the educational 
training posted on the VOTA website as a continuing education course. There are 
additional opportunities to communicate the key messages of Supporting 
Interprofessional Partnerships during the annual conference, local district meetings, and 





Applied Behavior Analysis Practitioners 
The author will also partner with the Virginia Association for Behavior Analysis 
(VABA) to communicate the key messages of this program. VABA serves as a credible 
source for advocacy, education, scholarships, resources, job postings, and networking for 
ABA practitioners in the state of Virginia. The messages of Supporting Interprofessional 
Partnerships will be communicated and marketed through local and statewide events and 
email communications to increase ABA practitioners’ awareness of this program and 
their participation in adapting the content for their profession.  
Dissemination Activities 
Written Information 
 Within two months of the pilot program’s completion, the author of Supporting 
Interprofessional Partnerships will write a short article that can be included in one of 
VOTA’s and VABA’s email newsletters. This article will recommend OT and ABA 
collaboration and provide evidence for this educational training. The VOTA article will 
encourage OT practitioners to enroll in the course to learn more about specific strategies 
to improve IPC with ABA practitioners. The VABA article will call for ABA 
practitioners to partner with the author to adapt the content for ABA practitioners of all 
educational and certification levels. Disseminating the preliminary results of the pilot 
implementation and the evidence for IPC will be valuable marketing tools for increasing 
program enrollment and writing the second edition of the program to expand the 
participant audience-base. 




author will write an article for OT Practice and an evidence-based article to the American 
Journal of Occupational Therapy (AJOT) to share the benefits of OT and ABA 
collaboration, including the results of the educational training program. These articles 
will recruit interested parties to support the author in expanding the professional content 
beyond the state of Virginia to a wider audience throughout the United State. To do so, it 
will be important to speak with OT and ABA practitioners around the country to learn 
how their practice and collaboration is similar and different from that which occurs in the 
state of Virginia.  
Electronic Media 
 Within one month of the pilot program’s completion, program edits will be 
completed, and the author will apply to become a VOTA-approved continuing education 
course. With this approval, the educational training program will be posted on the VOTA 
website for OT practitioner enrollment. Within the course description, the training 
objectives and evidence from the pilot implementation will be shared. This online 
presence, in addition to the short article for the email newsletter, will encourage OT 
practitioner enrollment in the program to improve OT and ABA collaboration throughout 
the state of Virginia. 
Person-to-Person Contact 
 The author will apply to share the results of her literature review and pilot 
program implementation as a poster presentation at VOTA’s and VABA’s annual 
conferences. An application will be completed for the VOTA conference in October 2021 




and analyze the quantitative data. An application will also be completed for a poster 
presentation at the VABA conference in April 2021. If person-to-person contact is 
desired prior to these conferences, the author could communicate with VOTA and VABA 
leadership to speak during local district meetings. The goal for dissemination at VOTA is 
increasing program enrollment throughout the state of Virginia, and the goal for 
dissemination at VABA is to build a community of ABA practitioners to adapt and share 
the content statewide. For a detailed and chronological timeline of the dissemination 
activities, please see Table 6.1 
Table 6.1 




1 month after pilot 
implementation  
Author Apply to become a VOTA-approved continuing 
education provider; request for training to be 
posted on VOTA website 
2 months after pilot 
implementation 
Author Write a short article for the VOTA and VABA 
email newsletter 
April 2021 Author Present poster at VABA annual conference or 
local district meetings 
October 2021 Author Present poster at VOTA annual conference or 
local district meetings 
2 years after pilot 
implementation 
Author Write articles for OT Practice and AJOT 
 
Budget 
 For the dissemination of Supporting Interprofessional Partnerships, there are 
budgetary expenses for the in-person, conference poster presentations and/or 
presentations at local district meetings. The remainder of the activities do not have an 




VOTA and VABA annual conferences or local district meetings, the following costs will 
be incurred for each conference presentation: printing and shipping the poster, conference 
registration, travel if greater than 30 miles from the author’s home, lodging and meals, 
and handouts. The anticipated costs for these expenses are listed in Table 6.2. The costs 
are subject to change based on the location of the conferences and the cost of printing and 
shipping the posters and handouts. Currently, the cost for printing and shipping a 72” 
wide by 36” or 42” poster is $79.99. Additionally, the author will provide marketing 
materials to supplement the poster presentations for participant recruitment. A quick 
response (QR) code will be added to the poster, and handouts will be printed. The QR 
code will not incur a cost, and 250 handouts (with backside printing) will be purchased 
from Staples at $169.99. 
Table 6.2 
Expenses for Program Dissemination 
Item Cost Audience 
Poster for VOTA conference or local 
district meetings (printing and shipping) 
$79.99 Pediatric outpatient OT 
practitioners (primary) 
VOTA conference registration $246.00 Pediatric outpatient OT 
practitioners (primary) 
VOTA conference travel > 30 miles 
from home 
$100.00 Pediatric outpatient OT 
practitioners (primary) 
VOTA conference lodging and meals $500.00 Pediatric outpatient OT 
practitioners (primary) 
VOTA handouts $169.99 Pediatric outpatient OT 
practitioners (primary) 
Poster for VABA conference or local 
district meetings (printing and shipping) 
$79.99 ABA practitioners (secondary) 
VABA conference registration $300.00 ABA practitioners (secondary) 
VABA conference travel > 30 miles 
from home 
$100.00 ABA practitioners (secondary) 
VABA conference lodging and meals $500.00 ABA practitioners (secondary) 
VOTA conference handouts $169.99 ABA practitioners (secondary) 






 The short article written for VOTA’s and VABA’s email newsletters will be 
successful if accepted and included in the next published newsletter after it is submitted. 
Once the article is released, comments and questions will be tracked in addition to the 
number of training program enrollments and ABA volunteers to adapt the second edition 
of the training. Articles written for OT Practice and AJOT will use similar outcome 
measures to include acceptance for publication, reader comments and questions, and 
number of enrolled participants after publication. 
Electronic Media 
 The application and publication of Supporting Interprofessional Partnerships on 
the VOTA website as an approved continuing education course will be successful if it is 
accepted and added to the continuing education portion of the website. Success will also 
be measured by tracking the number of people who accessed this section of the website 
and the number of training program enrollments. Questions and comments from this 
dissemination activity will be recorded and tracked. 
Person-to-Person Contact 
 The poster presentations at the VOTA and VABA annual conferences will be 
successful if accepted by the review committee. Additional outcome measures will be 
collected during and after the conferences, including number of people who read and 
discussed the posters with the author, questions and comments after the conference, 




edition of the educational training for ABA professionals. 
Conclusion 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners is an online, interactive, educational training. This training promotes 
collaboration between OT and ABA practitioners by providing evidence-based and 
theoretically-sound solutions to eliminate the unique barriers to IPC. This chapter reviews 
the dissemination goals, target audiences, key messages, sources or messengers, 
dissemination activities, expenses, and evaluation plan. The dissemination plan is focused 
on pediatric outpatient OT practitioners and ABA practitioners in the state of Virginia 
with the goal of decreasing barriers to IPC to improve client, practitioner, and 
organizational outcomes. The dissemination activities fall within the categories of written 
information, electronic media, and person-to-person contact. The purpose of these 
activities is to share important literature surrounding OT and ABA collaboration, to 
recruit participants for program enrollment, and to enlist ABA volunteers to adapt the 
second edition of the program for ABA professionals. The detailed dissemination plan in 
this chapter will increase the awareness, knowledge, and skills to improve collaborative 





Chapter Seven: Conclusion 
 There are many opportunities for collaboration between OT and ABA 
practitioners as they work with children and young adults with disabilities (McGinnis, 
2013). IPC among different professional groups, like the OT and ABA relationship, is 
important because it provides safe, effective, and comprehensive care for the complex 
therapeutic and functional needs of shared clientele (Reeves et al., 2017; Rice et al., 
2010). OT practitioners in early intervention, schools, and outpatient therapy centers may 
engage in collaboration with ABA practitioners, and the clients for which collaboration 
occurs can vary by age and diagnoses. Welch and Polatajko (2016) note that OT and 
ABA practitioners are primed to collaborate due to many areas of overlap among each 
respective scope of practice; however, there is limited research to guide best practice for 
this collaborative partnership. 
What Is the Problem?  
 According to a review of OT and ABA literature, in addition to the literature of 
other community-based, social services, and health care professions, there are four major 
barriers to IPC: (1) biases, (2) differing cultures, values, and professional languages, (3) 
overlaps in scopes of practice, and (4) poor communication and relationship-building 
skills (Aguilar et al., 2014; Eaton & Regan, 2015; Kelly & Tincani, 2013; Kim et al., 
2016; Peck & Norman, 1999; Rice et al., 2010; Sexton & Orchard, 2016; Suter et al., 
2009). Barriers to collaboration can cause limited or ineffective IPC, which will 
negatively impact client, provider, and organizational outcomes (Aguilar et al., 2014; 




Rice et al., 2010; Reeves et al., 2017; Sexton & Orchard, 2016; Suter et al., 2009; Welch 
& Polatajko, 2016). Also, according to the Agency for Healthcare Research Quality 
(2014), if there are unresolved differences among collaborating professionals, then the 
quality and effectiveness of services will be reduced (as cited by Sexton & Orchard, 
2016). 
Solution to the Problem 
 Due to a limited amount of accessible OT and ABA collaboration training 
interventions, there is a need for an online, interactive, educational training to present 
evidence-based and theoretically-sound solutions to address the barriers to IPC for OT 
and ABA providers. The proposed program is called Supporting Interprofessional 
Partnerships: An Educational Training for Collaboration Between Occupational Therapy 
and Applied Behavior Analysis Practitioners. The first version of this program is 
developed for pediatric, outpatient, OT practitioners who work in the state of Virginia, 
but the program is generalizable to ABA practitioners and other health care, social 
services, and community-based providers. The program’s educational content targets: (1) 
the definition, benefits, and barriers to IPC, (2) context-based information on ABA’s 
culture, values, professional language, and scope of practice, and (3) strategies to 
improve collaboration with ABA practitioners.  
Significance of the Program 
 It is clinically important that pediatric, outpatient, OT practitioners participate in 
post-graduate level continuing education to improve their understanding of and 




interprofessional partnerships, have the potential to improve practitioners’ self-efficacy, 
knowledge, and skills (Campion-Smith et al., 2011; WHO, 2010). These interventions 
also have a positive impact on the functioning of teams and their ability to provide safe, 
client-centered, and effective health-related and therapeutic interventions (Cornwell et al., 
2008; Ryan et al., 2017; Sonnenmeier et al., 2005). Due to improved practitioner skills 
and team functioning, clients also benefit from IPC and IPE interventions as evidenced 
by improved client satisfaction, safety, and health care outcomes in addition to more 
involvement in the health care planning and implementation processes (Campion-Smith 
et al., 2011; WHO, 2010).  
Supporting Interprofessional Partnerships contributes to the development of the 
OT profession as it is an evidence-based education program that encourages the 
implementation of effective, collaborative interventions. Evidence-based educational 
programs created by OT practitioners also increases the legitimacy of the profession 
among clients, families, and health care providers to support active involvement in the 
collaborative decision making process. Supporting Interprofessional Partnerships aims to 
address the unique barriers to collaboration between OT and ABA practitioners to 
improve client, provider, and organizational outcomes. Like other IPC and IPE 
interventions, this program improves the benefits of OT and ABA and focuses on the 






Appendix A: Examples of Course Information to Increase Knowledge about ABA 











Appendix C: Collaboration Forms 
Why Is Applied Behavior Analysis (ABA) Recommended for My Child? 
 


































My child’s outpatient occupational therapist would like to collaborate with his/her ABA 
team if services are recommended. After a release of medical information is signed, we 
can coordinate in-person, email, or phone communication. We look forward to working 





Occupational Therapy (OT) and Applied Behavior Analysis (ABA) Collaboration 
Form 
Step 1: Introductions 
OT practitioner’s name 
 
 
OT practitioner’s title 
 
 
Treating ABA practitioner’s name 
 
 
Treating ABA practitioner’s title 
 
 
Evaluating/supervising ABA practitioner’s 
name 
 




Step 2: Goals 
  Goals Outcome measures 




1.      
  
N/A     
2.    
    
N/A     
3.   
 
N/A     























Step 3: Treatment Frequency 














Step 4: Intervention Methods 
 Keywords Intervention Methods 










































































Step 6: Shared Decision Making 


























Step 7: Ongoing Communication 








3. Phone call 
















Appendix E: Consent to Collect Demographic Information 
Supporting Interprofessional Partnerships: An Educational Training for Collaboration 
Between Occupational Therapy and Applied Behavior Analysis Practitioners is an online, 
interactive, educational training. The training presents evidence-based and theoretically-
sound solutions for the barriers to collaboration between occupational therapy (OT) and 
applied behavior analysis (ABA) practitioners. Demographic information will be 
collected prior to participation in this program to better understand the individuals who 
are interested in learning about OT and ABA collaboration. This information will be used 
to support revisions and quality improvements to the training program to best support and 
educate OT practitioners. The collection of demographic information is voluntary and 
anonymous. Participants may also opt out in writing if consent is provided but they 
would like to withdraw their consent during or after the program’s completion. 
• I consent to the collection of my demographic information for participation in 
Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapy and Applied Behavior Analysis 
Practitioners.  
• I understand that this demographic information will include: (1) gender, (2) highest 
level of education, (3) years as an OT practitioner, (4) years collaborating with ABA 
practitioners, (5) previous coursework or personal research on collaboration with 
ABA practitioners, (6) years as an OT practitioner with current employer, and (7) 




• I acknowledge that my demographic information will be securely stored on the 










Appendix F: Educational Training Content 
Slide 1: Supporting Interprofessional Partnerships: An Educational Training for 
Collaboration Between Occupational Therapists and Applied Behavior Analysis 
(ABA) Practitioners 
u Courtney English Lynch, MS, OTR/L 
u Boston University Post-Professional Occupational Therapy Doctorate Program 
 
Slide 2: How to use this training 
u This educational training is intended for pediatric, outpatient, occupational 
therapy (OT) practitioners who collaborate with applied behavior analysis (ABA) 
practitioners in the state of Virginia 
u However, many of the concepts can be applied to interprofessional collaboration 
(IPC) outside this location and among different professional groups 
u This training includes: 
u Didactic instruction 
u Reflection and integration exercises 
u A case study 
u Instructions for peer teaching and implementation of concepts within 
one’s daily practice 
 
Slide 3: Objective – to promote collaboration between occupational therapists and 
ABA practitioners by: 
u Defining collaboration 
u Identifying the benefits of and barriers to collaboration within one’s daily practice 
u Recognizing and correcting false biases of ABA 
u Increasing knowledge of ABA’s culture, values, professional language, and scope 
of practice 
u Strengthening communication and relationship-building skills 
u Understanding OT’s roles with behaviors 
u Comparing and contrasting OT and ABA 
u Learning and implementing evidence-based strategies to improve IPC 
u Seeking opportunities to learn about, from, and with ABA practitioners 
 
Slide 4: Acronyms  
u ABA: Applied Behavior Analysis 
u ABAI: Association for Behavior Analysis International  
u ADL: Activity of Daily Living  
u AT: Assistive Technology 
u BACB: Behavior Analyst Certification Board 
u BCBA: Board Certified Behavior Analyst 
u BCBA-D: Board Certified Behavior Analyst-Doctoral 





Slide 5: Acronyms  
u COTA: Certified Occupational Therapy Assistant 
u IADL: Instrumental Activity of Daily Living 
u IPC: Interprofessional Collaboration 
u NBCOT: National Board for Certification in Occupational Therapy 
u OT: Occupational Therapy 
u RBT: Registered Behavior Technician 
 
Slide 6: Section One – Collaboration Defined  
 
Slide 7: OT and ABA collaboration 
u Opportunities occur when working with children and young adults with 
disabilities 
u Variability in ages and diagnoses of shared clientele 
u Common diagnoses: mental, behavioral, and neurodevelopmental 
disorders, such as autism, ADHD, and global developmental delay 
u OT Settings 
u Early intervention 
u Schools 
u Outpatient therapy centers 
u Private practices 
u Means of communication 
u In-person 
u Emails 
u Phone calls 
 
Slide 8: Reflection and integration exercises 
u What is the age range of the clients that you share with ABA practitioners? 
u What are the most common diagnoses? 
u What is your most common communication method? 
 
Slide 9: Definition of collaboration 
u The practice of health care professionals, clients, families, and caregivers 
working together to support high quality care (WHO, 2010). 
 
Slide 10: Reflection and integration exercise 
u What does high quality care mean to you? 
 
Slide 11: Collaboration can include 
u Interaction 
u Valuing the role and expertise of others 
u Respect for others 
u Shared responsibility 




u Open communication 




u Problem solving 
u Working together  
u Shared decision making 
 
Slide 12: Collaboration is not 
u Care coordination: professionals working separately to coordinate services 
u Consultation: one professional offering support to another professional 
 
Slide 13: Collaboration is supported by the 
u United States Department of Health 
u Institute of Medicine 
u World Health Organization 
 
Slide 14: Collaboration requires the involvement of 
u Regulatory bodies 
u Government 
u Policy makers 
u Health care professional organizations 






Slide 15: Section Two – Benefits of Collaboration 
 
Slide 16: Benefits of collaboration 
u Client and family outcomes 
u Increased safety 
u Effective, ethical, client-centered, and comprehensive management of 
complex health care needs 
u Improved satisfaction 
u Improved health care outcomes 
u Greater client and family involvement in the health care planning and 
implementation processes 
 
Slide 17: Benefits of collaboration 




u Increased comfort, confidence, and self-efficacy in collaboration and 
leadership skills 
u Improved communication 
u Greater knowledge and refined skills 
u Organizational outcomes 
u Improved staff morale 
u Increased workplace functioning and productivity 
 
Slide 18: Reflection and integration exercise 
u What benefits of OT and ABA collaboration do you see in your daily practice? 
 
Slide 19: Collaboration is beneficial because it… 
u Capitalizes on the strengths of each involved party 
u Shares the workload 
u Creates opportunities for repetition of strategies across environments 
u Views the client from a more holistic perspective 
u Results in selecting the most effective interventions  
 
Slide 20: Section Three – Barriers to Collaboration 
 
Slide 21: Barriers to collaboration 
u Inaccurate biases 
u Differing cultures, values, and professional languages 
u What skills or performance areas should be addressed for each client? 
u View of IPC 
u Overlaps in scopes of practice 
u Poor communication and relationships 
u Lack of professional training in collaboration and how to resolve differences 
u Lack of theoretical or empirical evidence for OT and ABA collaboration 
 
Slide 22: Inaccurate biases of ABA 
u ABA is not client centered 
u True  
u False 
u ABA is limited to discrete trial training 
u True 
u False 




Slide 23: Differing cultures, values, and professional languages 




u Limited opportunities to interact with other professional groups during graduate 
education 
u This decreases opportunities for students to learn about, with, and from 
different health care professions 
u Differences are reinforced by regulatory bodies and socialization within one’s 
professional group 
 
Slide 24: Reflection and integration exercise 
u Did you learn about ABA in school? If so, what did you learn? 
 
Slide 25: Overlaps in scopes of practice can cause 
u Role confusion 
u Protection of one’s scope of practice 
u Competitive behavior 
u Resistance to IPC 
 
Slide 26: Reflection and integration exercise 
u How do you feel about overlaps in your scope of practice with ABA 
professionals? 
 
Slide 27: Unstable relationships with poor communication 
u Examples 
u Negative expectations from prior professional relationships and 
collaboration 
u Communication break down 
u Limited training in communication skills 
u Professional education supports the development of communication skills but 
following graduation there are few opportunities to further evolve or refine these 
skills based on experiential learning 
 
Slide 28: Reflection and integration exercise 
u Do you feel adequately prepared to communicate with ABA providers? Explain 
your answer. 
 
Slide 29: Results of poor collaboration 
u Clients and families receive different information from each profession 
u Clients and families are required to become the mediator 
u A decrease in providers’ satisfaction and delivery of health care services 
 
Slide 30: Reflection and integration exercise 
u What are the results of poor collaboration with ABA providers in your setting? 
 





Slide 32: ABA 
u First recognized by academia in the 1960s and the public in the 1990s 
u ABA is the application of behavioral principles, such as antecedent stimuli 
and positive reinforcement, to change behaviors into actions that are more 
effective and desired 
u Guided by what is important and meaningful to the client, their family, 
their friends, and society 
u Most socially significant skills are prioritized 
u Analysis of the functional relationship between behavior and the environment 
(such as events or stimuli before and after the behavior) 
u Use context, motivation, antecedent stimuli, positive reinforcement, and 
consequences to develop, increase, or decrease behaviors 
 
Slide 33: ABA’s scope of practice 
u Language/communication 
u Social skills 
u Cognitive skills 
u Pre-academic and academic skills 
u Play skills 
u Motor skills 
u Self-help and adaptive behavior skills 
u ABA professionals will address the skills that are most socially significant 
 
Slide 34: The operant model or ABCs of ABA 
u Operant model: behaviors increase or decrease because of the actions or 
consequences that occur before and after the behavior 
u Also known as the three-part contingency 
u A = Antecedent 
u B = Behavior 
u C = Consequence 
 
Slide 35: ABCs of ABA 
u Antecedent 
u An event or experience that happens BEFORE a behavior 
u Triggers the behavior 
u Can be verbal, gestural, or environmental 
u Behavior 
u Response or lack of response 
 
Slide 36: Reflection and integration exercise 
u What is one common antecedent you use in practice? 
 





u An event or experience that occurs AFTER a behavior and can increase, 
decrease, or maintain the behavior 
u Reinforcement: increases the likelihood that a behavior will occur with a 
specific antecedent 
u Punishment: decreases the likelihood that a behavior will occur with a 
specific antecedent 
u Shaping: serves to modify the behavior with use of an error-correction 
procedure 
 
Slide 38: Reflection and integration exercises 
u What is one common strategy that you use to reinforce or increase a behavior or 
motor skill? 
u What is one common strategy that you use to decrease a behavior or motor skill? 
 
Slide 39: Functions of behavior 
u S = Sensory (these behaviors can be self-stimulatory and self-reinforcing) 
u E = Escape (from activity demands, personal interactions, environmental input, 
etc.) 
u A = Attention 
u T = Tangible (wanting a specific object or activity) 
 
Slide 40: Reflection and integration exercise 
u List one example of each function of behavior that you have seen in your daily 
practice. 
 
Slide 41: Multifunctional behavior 
u Behaviors that serve more than one function 
u Must first establish primary function 
u Both functions must be addressed 
u Ex.) first I perform a behavior to escape from a situation (primary function), but 
then I realize that I get a lot of attention when I perform the behavior (secondary 
function) 
Slide 42: Reflection and integration exercise 
u Provide an example of multifunctional behavior from your daily practice. 
 
Slide 43: Functional behavior assessment (FBA) 
u Interviews, informal observations, and extensive data collection to discover the 
purpose of a behavior 
u Includes analysis of the behavior and contextual factors 
u Helps in establishing interventions to address specific behaviors 
u OTs are unable to initiate an FBA but can contribute to it  
 





Slide 45: ABA treatment strategies 
u Antecedent-based strategies focus on preventing the behavior by adjusting what 
happens before it 
u Environmental arrangement: adjusting the environment to prevent or 
encourage a specific behavior 
u Ex.) location for activity performance 
u High-probability request: having the child perform a mastered skill 3x 
prior to providing directions for a challenging, new, or emerging skill 
u Non-contingent reinforcement: increasing and providing reinforcement 
for correct and incorrect behaviors 
 
Slide 46: Reflection and integration exercise 
u Provide an example of an antecedent-based strategy that you have used in your 
daily practice. 
 
Slide 47: ABA treatment strategies 
u Replacement behavior strategies 
u More socially appropriate 
u Must match function and reinforcement of undesirable behavior 
u Reinforce replacement behavior continuously and then fade to intermittent 
reinforcement 
u Consequence-based strategies focus on adjusting stimuli after the behavior 
u Reinforcement: the addition of preferred or removal of non-preferred 
stimuli that increases a behavior 
u Punishment:  the addition of non-preferred or removal of preferred 
stimuli that decreases a behavior 
u Ex) using time out if the function of the behavior is attention 
u These strategies are not always violent or aggressive 
u Extinction: withholding reinforcement of the behavior to eliminate it 
u Use antecedent-based and replacement behavior strategies before implementing 
consequence-based strategies 
 
Slide 48: Reflection and integration exercises 
u Provide an example of using a replacement behavior strategy. 
u Provide an example of using extinction to eliminate a behavior. 
 
Slide 49: ABA treatment strategies 
u Functional routines (FR): events that are expected, follow a specific sequence of 
actions, and have a functional outcome 
u Ex.) getting dressed in the morning, washing your hands, brushing your 
teeth 
u FRs are taught in a step-by-step manner with visual aids, verbal and 




u Errorless learning (aka most-to-least prompting): strategy used to minimize 
errors 
u Ex.) initially providing hand-over-hand assistance to complete an action, 
such as touching the ear during a body part identification task. After 
several repetitions with an appropriate consequence, the prompt might be 
faded to the elbow 
 
Slide 50: ABA treatment strategies 
u Video modeling is effective for increasing social communication, play, and 
adaptive skills 
u Create a video of a peer and/or adult demonstrating a desired skill or 
behavior 
u Show the video to the child 
u Practice the skill and/or activity presented in the video 
 
Slide 51: Reflection and integration exercise 
u Name at least one ABA strategy that is also used within OT intervention. It may 
or may not have the same name in both professions. 
 
Slide 52: ABA approaches 
u Early and Intensive Behavioral Intervention (EIBI) 
u Discrete Trial Training (DTT) 
u Natural Language Paradigm (NLP) 
u Pivotal Response Training (PRT)  
u Incidental Teaching 
u Early Start Denver Model (ESDM) 
u Verbal Behavior Approach 
u Picture Exchange Communication System (PECS) 
 
Slide 53: Early and Intensive Behavioral Intervention (EIBI) 
u 5-7 days per week for up to 40 hours 
u Initially 1:1 to eliminate atypical behaviors and develop new skills 
u Transition to group-based intervention for more complex cognitive and social 
skills 
u Trend towards more blended treatments with DTT and NLP interventions 
 
Slide 54: Discrete Trial Training (DTT) 
u Complex behaviors are broken down into smaller discrete behaviors that are 
taught through repeated exposure 
u Ongoing data collection and analysis to assess rate of progress and need for 
changes to the procedure 
u Includes 5 steps 




u Presenting the antecedent (discriminative stimulus) to evoke the desired 
behavior 
u The client’s response (behavior) 
u Providing the consequence (to increase or shape the behavior through an 
error-correction procedure) 
u Briefly pausing before next trial (intertrial interval) 
u Use of artificial reinforcers that are not directly related to the behavior, such as 
an edible or sticker 
 
Slide 55: DTT 
u Example for expanding expressive vocabulary 
u The clinician obtains the client’s attention 
u The clinician holds up a picture of a ball and says, “What’s that?” 
(antecedent) 
u The client says, “Ball” (behavior) 
u The clinician says, “Yes! It’s a ball” and gives the child a sticker 
(consequence) 
u If the client does not respond, the clinician might point to the 
picture 
u If the client responds incorrectly, the clinician might use an error-
correction procedure, such as modeling the correct answer 
u The clinician briefly pauses before repeating steps 1-4 
 
Slide 56: Natural Language Paradigm (NLP) 
u Similar methods to discrete trial training but implemented during natural 
situations 
u Includes reinforcement of all verbalizations, modeling play skills and speech, and 
shared control of therapeutic activities 
u Example to improve receptive identification 
u Use objects in child’s house and during typical play routines 
u Examples of NLP include PRT, incidental teaching, ESDM, verbal behavioral 
approach, and PECS 
 
Slide 57: Pivotal Response Training (PRT) 
u Naturalistic behavioral intervention with evidence for improving 
communication, play, joint attention, social interaction, and speech intelligibility 
u Addresses the following “pivotal” areas: motivation to interact, self-initiation, 
and responsiveness to cues 
u Includes 
u Acquiring the client’s attention 
u Using clear and appropriate instructions 
u Varying complexity of tasks to include easier and more challenging ones 




u Encouraging responses to multiple aspects of the environment, such as 
color and shape 
u Reinforcing correct responses and using reinforcers that are directly 
related to the behavior 
 
Slide 58: PRT example 
u Teaching the word “ball” during play with a client-selected activity 
u The clinician holds up a ball puzzle piece and says, “What’s this?” (antecedent) 
u If answered correctly, the clinician will give the piece to the client and then take 
her turn to label a puzzle piece (direct reinforcer and shared control) 
u If an attempt is made, the clinician will model the correct label and give the 
puzzle piece to the client 
u If no attempt or an incorrect attempt is made, the clinician will model the correct 
answer and withhold the piece 
u If the client remains unresponsive, a different activity might be explored to 
increase the client’s motivation 
 
Slide 59: Incidental teaching 
u Naturalistic approach like PRT 
u Involves 
u Environmental set-up to encourage client communication, such as 
placing preferred materials within sight but out of the client’s reach 
u Waiting for the client to initiate interaction for the preferred item 
u Providing support and cueing for more complex communication 
u Reinforcement by providing the preferred item 
 
Slide 60: Early Start Denver Model (ESDM) 
u Includes principles of PRT 
u For clients as young as 12 months of age 
u Focuses on  
u Imitation 
u Nonverbal communication (such as joint attention) 
u Verbal communication 
u Social development 
u Emotional sharing 
u Play 
 
Slide 61: Verbal behavior approach 
u Assumes that the development of expressive language is a learned behavior 
u Focuses on the effective use of language vs. expanding vocabulary 
u Terminology 
u Mand = request 





u Intraverbal = response to a question 
u Echoic = repetition of a word 
u Progress from teaching mands to more complex tacts and intraverbal skills 
u Initially all verbal and nonverbal attempts are accepted with shaping to improve 
the specificity of verbal requests 
u Focuses on motivation and use of direct reinforcement 
 
Slide 62: Picture Exchange Communication System (PECS) 
u Teaching individuals to request preferred activities by handing picture cards to 
others 
u Phases encourage progression from requesting (manding) to commenting 
independently and spontaneously 
u Phase 1: learning to communicate (exchanging single pictures for desired 
items/activities) 
u Phase 2: distance and persistence (using single pictures with different 
communication partners and across a larger physical distance) 
u Phase 3: picture discrimination (selecting and requesting from 2 or more 
pictures) 
u Phase 4: sentence structure (using “I want” + desired item/activity – aka 
sentence strip) 
u Phase 5: answering questions (using sentence strip to respond to “What 
do you want?”) 
u Phase 6: commenting (using pictures and sentence strip to comment on 
environment, feelings, thoughts, etc.) 
 
Slide 63: Reflection and integration exercise 
u Provide an example of at least one of the ABA approaches described on the last 
eleven slides. 
 
Slide 64: Reimbursement for services 
u Medicaid requires an ICD-10 “F code” such as autism, developmental delay, 
ADHD, or communication disorder 
u Diagnosis within the last 12 months 
u Commercial insurance requires a full diagnostic evaluation with measures and 
tools used 
u Physician signs letter of medical necessity written by ABA professional or writes 
medical need on a prescription 
 
Slide 65: Reflection and integration exercises 
u Has one of your clients been denied ABA services for a diagnostic reason? What 
did you do? 
u Where you surprised that a specific client qualified for ABA services? If so, 





Slide 66: ABA professionals 
u Registered Behavior Technician (RBT) 
u 1:1 therapy and treatment plan implementation 
u May help with assessment 
u Basic understanding of ABA through 40-80 hours of training initially 
u High school level education 
u Board Certified Assistant Behavior Analyst (BCaBA) 
u 1:1 therapy and treatment plan implementation 
u May help with assessment 
u Undergraduate bachelor’s level certification 
 
Slide 67: ABA professionals 
u Board Certified Behavior Analyst (BCBA) 
u Assessment and re-assessment 
u Development of treatment plan 
u Supervision of RBT and BCaBA 
u 1-2x/week to every two weeks 
u Data analysis 
u Clinical decision making 
u Care coordination (including IPC) 
u May directly provide services 
u Graduate master’s level certification 
u Board Certified Behavior Analyst-Doctoral (BCBA-D) 
u All responsibilities listed under BCBA with doctoral level training and 
designation 
 
Slide 68: Reflection and integration exercises 
u Is it helpful to know the title of the ABA practitioner with whom you are 
working?  
u If you answered yes, how do you respectfully collect this information? 
 
Slide 69: Section Five – OT’s Roles with Behaviors 
 
Slide 70: OT’s roles with behaviors using PEO 
u Person 
u Consider personal factors influencing the behavior, such as physiology, 
self-regulation, skill, and meaning or motivation 
u Identify when there is a mismatch between the person’s skills and the 
demands of the environment; this results in occupational deficits 
u Build skills for a better match between client and activity or environment 
u Environment 
u Analyze the contextual and sensory demands of the person’s physical 





u Consider the performance demands of the task and adjust them to 
establish the just right challenge 
u Increase demands with skill acquisition 
 
Slide 71: OT’s roles with behaviors 
u Neurophysical 
u Is the nervous system able to self-regulate emotions and actions? 
u Is the nervous system able to cope with the activity or environmental 
demands? 
u Sensory integration 
u Is there a noxious stimulus that is impacting a client’s behavior or are 
there sensory experiences that he or she is seeking? 
u Intervene with sensory-rich experiences to improve sensory processing 
and the ability to respond to environmental challenges 
u More global vision for improving flexibility and adaptability vs. 
improving discrete skill sets 
u True sensory integration intervention requires extensive training at a post-
professional level 
 
Slide 72: OT’s roles with behaviors 
u Behavioral 
u Examples include visual schedules, adjusting activity demands, and use of 
positive reinforcement to increase behaviors 
u Adjust aspects of the person, environment, or occupation before or after 
the behavior to support desired outcome 
 
Slide 73: OT strategies for behavior 
u Build rapport with client and family 
u Therapeutic use of self 
u Skill development 
u Scaffolding, chaining, or backwards chaining 
u Adjust activity demands to align with client’s abilities 
u Address regulation and/or sensory processing 
u Provide clear and consistent expectations 
u Communicate clearly and effectively with the client 
 
Slide 74: OT’s strengths in addressing behaviors 
u Assessment of environmental impact 
u Task analysis for compensation or skill acquisition 
u Facilitation of the just right challenge 
u Collaborative goal setting with the client and family 
u Family and caregiver education 
u To include problem solving ways to integrate home programming into the 




Slide 75: Reflection and integration exercise 
u List three examples of OT’s roles or strategies to manage behaviors. 
 
Slide 76: Section Six – Virginia Board of Medicine 
 
Slide 77: Virginia Board of Medicine - ABA 
u Requirements for licensure 
u Application and fee 
u Proof of certification 
u Passage of Behavior Analyst Certification Board (BACB) 
examination for Board Certified Behavior Analysts (BCBA) and 
Board Certified Assistant Behavior Analyst (BCaBA) 
u Absence of active or pending disciplinary actions in other jurisdictions 
u License renewal occurs every other year 
u Renewal fee 
u Continuing education requirement 
u Board Certified Behavior Analyst (BCBA): 32 hours 
u Board Certified Assistant Behavior Analyst (BCaBA): 20 hours 
u 4 hours must be related to ethics 
 
Slide 78: Virginia Board of Medicine - ABA 
u Scope of practice 
u “design, implementation, and evaluation of environmental modifications 
using the principles and methods of behavior analysis to produce socially 
significant improvement in human behavior, including the use of direct 
observation, measurement, and functional analysis of the relationship 
between environment and behavior” (Virginia Board of Medicine, 2019b, 
p. 7) 
u Supervision of Board Certified Assistant Behavior Analysts (BCaBAs) 
and unlicensed personnel 
 
Slide 79: Reflection and integration exercise 
u Write out some keywords from the Virginia Board of Medicine ABA definition to 
help you better understand their scope of practice. 
 
Slide 80: Virginia Board of Medicine - ABA 
u Supervisory responsibilities 
u Written supervisory agreement between Board Certified Behavior Analyst 
(BCBA) and Board Certified Assistant Behavior Analyst (BCaBA) that 
includes 
u Services provided by the Board Certified Assistant Behavior 
Analyst (BCaBA) 
u Description and frequency of supervision 




u Direct observation of supervisee 
u One-to-one interactions 
u Interactions between supervisor and a group of supervisees 
u Information interactions (telephone, email, and other written 
communication) 
u Supervision occurs at least every 4 weeks for at least 1 hour 
 
Slide 81: Virginia Board of Medicine - OT 
u Requirements for licensure 
u Application and fee 
u Professional education 
u Completion of all academic and fieldwork requirements of an 
ACOTE accredited program 
u Passing score on the national certification exam 
u Absence of active or pending disciplinary actions in other jurisdictions 
u License renewal occurs every other year 
u Renewal fee 
u Active practice as an occupational therapist 
u Continued competency requirements 
u 10 hours of Type 1 organized educational experiences 
u 10 hours of Type 2 consultation, independent research, 
presentation preparation, etc. 
 
Slide 82: Virginia Board of Medicine - OT 
u Responsibilities 
u “therapeutic use of occupations for habilitation and rehabilitation to 
enhance physical health, mental health, and cognitive functioning” 
(Virginia Board of Medicine, 2019a, p. 10) 
u Roles 
u Supervision of occupational therapy assistants, students, 




u Assessment, program planning, and therapeutic intervention 
 
Slide 83: Virginia Board of Medicine - OT 
u Assessment 
u Includes need for, focus of, and estimated frequency and length of 
intervention 
u Collection, evaluation, and interpretation of data 
u Program planning 
u Identification of treatment goals and methods to achieve goals 




u Coordination of care with other service providers, clients, and 
families 
u Education and training in ADLs, IADLSs, orthoses/splints, adaptive 
equipment and AT, vocations, and environmental adaptations (physical, 
sensory, and social) 
 
Slide 84: Virginia Board of Medicine - OT 
u Therapeutic intervention 
u Improve or restore function 
u Compensate for dysfunction 
u Minimize disability 
u Work with individuals with physical injuries or illnesses, emotional 
impairments, congenital or developmental disorders, and aging-related 
impairments 
 
Slide 85: Section Seven: Training 
 
Slide 86:  Training - ABA 
u Association for Behavior Analysis International (ABAI) 
u For accreditation of educational programs 
u Eligibility requirements to take Behavior Analyst Certification Board 
(BACB) examination 
u Bachelor’s level degree = 240 hours of instruction (16 credits), 90 
hours of research or practicum experience (6 credits), and 90 hours 
of supervised practice or research (6 credits) 
u Master’s level degree = an additional 315 hours of instruction (21 
credits), 90 hours of research (6 credits), 360 hours of supervised 
fieldwork, and a thesis 
u Doctoral level degree = additional 495 hours of instruction (33 
credits), 90 hours of research or practicum experience (6 credits), 
and a dissertation 
u Behavior Analyst Certification Board (BACB) 
u Regulations for licensure in 30 states 
u Accredited by the National Commission for Certifying Agencies 
u Certification is maintained through continuing education 
 
Slide 87: Training - OT 
u Accreditation Council for Occupational Therapy (ACOTE) 
u For accreditation of academic programs 
u Content requirements: “foundational content; basic tenants; theoretical 
perspectives; screening, evaluation, and referral; intervention planning 
formulation and implementation; context of service delivery; leadership 
and management; scholarship; and professional and ethical values and 




u Associate’s level occupational therapy assistants: 16 hours of fieldwork 
u Master’s level occupational therapists: 24 hours for level II fieldwork 
u Doctoral level occupational therapists: an additional 16 hours for level II 
fieldwork 
u National Board for Certification in Occupational Therapy (NBCOT) 
u Must pass a national certification exam to practice independently 
u Regulations for licensure in 50 states, the District of Columbia, Puerto 
Rico, and Guam 
 
Slide 88: Section Eight – Compare and Contrast 
 
Slide 89: How do we differ? 
u Settings 
u OT: outpatient therapy center or clinic 
u ABA: home, community, school, or clinic 
u Measurement of behavior 
u OT: does not have a standardized system to measure behavior 
u ABA: has standardized tools to measure behavior 
u Who completes the initial evaluations? 
u OT: licensed occupational therapist 
u ABA: Board Certified Behavior Analyst (BCBA) or Board Certified 
Behavior Analyst-Doctoral (BCBA-D) 
 
Slide 90: How do we differ? 
u Who performs ongoing treatment? 
u OT: licensed occupational therapist or occupational therapy assistant 
u ABA: Registered Behavior Technician (RBT), Board Certified Behavior 
Analyst (BCaBA), Bord Certified Behavior Analyst (BCBA), or Board 
Certified Behavior Analyst-Doctoral (BCBA-D) 
u Evaluation and intervention approaches related to behavior 
u OT: global and conceptual 
u ABA: specific and systematic  
u Frequency of intervention 
u OT: low frequency intervention - consultative to a few hours per week 
unless addressing acute effects of an injury or performing an intensive for 
a short period of time 
u ABA: high frequency intervention – 5 to 10 hours per week at a minimum 
to 40 hours per week 
 
Slide 91: How do we differ? 
u Use of caregiver report measures 
u OT: uses caregiver report more frequently for evaluation, intervention, 




u ABA: uses caregiver report to set goals but then depends on discrete data 
to assess outcomes of their interventions 
u Documentation and description of behavior 
u OT: views behaviors from a global perspective 
u Ex) protesting vs throwing items, hitting mother on the arm, etc. 
u ABA: more focused on behavioral components that are observable and 
measurable; more specific with documentation of behavior 
 
Slide 92: Reflection and integration exercise 
u How do OT and ABA practitioners differ? 
 
Slide 93: How are we similar? 
u Evaluations include reviewing records, clinical interviews, and assessment tools 
to collect baseline information 
u Evaluation and treatment are based on typical human development 
u During the evaluation and ongoing treatment, the challenges to performance are 
identified and addressed 
u The client’s strengths are identified to support progress towards goals 
u The environment is an important factor in understanding the client’s current 
functional status and behavior 
u Individualized intervention plans are developed for each client 
u Goals are developed to increase independence in desired skills or target behaviors 
identified by the family and client 
 
Slide 94: How are we similar 
u Task analysis is used to break larger activities or behaviors into manageable tasks 
or behavioral expectations 
u Environmental and task modifications are important components of treatment 
u Both professions assume that all behavior can be learned 
u Cueing or prompting is used to encourage a specific skill or target behavior 
u Participation in everyday activities is emphasized and generalization of 
behaviors and skills is desired 
u Caregiver education and training is an important part of intervention to assist 
with carryover of desired skills or behaviors into everyday settings and routines 
u Motor learning theory and discrete trial training 
u Both emphasize repetitive practice with prompting and feedback to 
increase desired behavior or motor skill 
 
Slide 95: Reflection and integration exercise 
u How are OT and ABA practitioners similar? 
 






Slide 97: Strategies to improve IPC 
u Decrease professional biases 
u Learn about ABA 
u Acknowledge and accept different perspectives 
u Address overlaps in scope of practice 
u Improve communication and relationships 
 
Slide 98: Decrease professional biases 
u Be positive and do not allow past bad experiences to discourage you from 
collaborating in the future 
u Learn about ABA 
u Beliefs, theoretical approaches, and view of IPC 
u Avoid seeking information from a peer within the same profession 
u Learning improves understanding and increases respect 
u Strive to develop relationships with other professionals grounded in mutual 
respect 
u Consider all members of the collaborative team to be equal regardless of training 
or prior experience 
u Develop common objectives to guide collaboration from the client’s and family’s 
goals 
u Advocate for your organization’s support of IPC 
 
Slide 99: Reflection and integration exercise 
u List three ways to decrease professional biases. 
 
Slide 100: Learn about ABA 
u Embrace an attitude of continuous learning and reflection 
u How do you learn about ABA? 
u Create a journal club with ABA providers that meets one time per month 
or every other month 
u Improves knowledge of roles, differences, and similarities 
u Interprofessional meetings 
u Continuing education courses 
u Independent research and discussions with ABA providers 
u Share and encourage sharing of narratives 
u To better understand professional cultures 
u To assist with shared decision making 
u To relate to others 
u To clarify one’s roles and responsibilities 
 
Slide 101: Reflection and integration exercise 






Slide 102: Acknowledge and accept different perspectives 
u Expect and respect differing viewpoints 
u Avoid thinking that new or different ideas are a challenge to your own 
u Consider all ideas equally 
u Share information in a way that is understood by all parties (to include 
caregivers) 
u Exchange outcome data through a narrative rather than a graph or 
statistical metrics 
u Avoid discipline-specific jargon 
u Ask questions if you do not understand 
 
Slide 103: Acknowledge and accept different perspectives 
u Acknowledge when disagreements occur and expect difficult conversations 
u Be proactive, direct, and respectful 
u Different viewpoints are not incompatible but helpful in developing a 
holistic view of your client 
u Use evidence to support your interventions 
u Be objective in reviewing evidence presented by ABA practitioners 
u Be ready to accept that your opinion and ideas might not be the most 
effective or best option at this time 
u Work as a team to identify strengths and weaknesses of each perspective 
u Establish a client-centered resolution that is agreed upon by all parties 
u Accept that you will not have all the answers  
u Accept that collaboration with others is vital to address the complex needs of 
your clients 
 
Slide 104: Reflection and integration exercise 
u List three ways to acknowledge and accept different perspectives. 
 
Slide 105: Address overlaps in scope of practice 
u At the beginning of the collaborative relationship 
u Identify overlaps in scope of practice 
u Are evaluation and interventions methods the same or different? 
u Establish each professional’s role on the team 
u OT, ABA, caregivers, client, PT, SLP, etc. 
u Be flexible as these roles may change 
u Educate others on the scope of practice and value of OT 
 
Slide 106: Reflection and integration exercise 
u List two ways to address overlaps in scopes of practice. 
 
Slide 107: Improve communication and relationships 
u Communication should match the listener 




u Negotiation to overcome differences 
u Adjusting one’s professional language to ensure understanding 
u Initiate communication and respond in a timely and efficient manner 
u Ensure that all viewpoints are expressed clearly and equally to assist with 
decision making 
u Identify and celebrate common goals and approaches 
u Be client-centered in establishing all goals and intervention choices 
 
Slide 108: Improve communication and relationships 
u Build trust through acceptance 
u Developing trust takes time, so be patient 
u Demonstrate and encourage communication that is consistent, respectful, and 
open 
u Effective communication requires competence in one’s discipline-specific 
knowledge and culture 
u Create an environment that values respect and safety 
u Work with administration to develop this environment if you believe that 
it is absent in your workplace 
 
Slide 109: Improve communication and relationships 
u Modes of communication 
u In-person meetings 
u Phone calls 
u Emails 
u Communication form to be completed by all collaborating providers 
u See example on next slide 
u Communication skills can be practiced and developed through 
u Social skills groups with role play opportunities 
u Journal clubs 
 
Slide 110: Reflection and integration exercise 
u List three ways to improve communication and relationships? 
 
Slide 111: Communication styles 
u Use an attentive communication style 
u Attentive: speaks with empathy, demonstrates good listening skills, and 
can repeat back information to demonstrate understanding 
u Avoid the use of contentious or dominant communication styles 
u Contentious: speaks in an argumentative and challenging way; attends to 
small, trivial details 
u Dominant: speaks frequently, strongly, and in a controlling way 
u Attend to the effect of your communication style on others, such as ABA 
practitioners, caregivers, family members, and the client 




u This does not need to occur every time you notice a disagreement 
 
Slide 112: Attentive communication style 
u Use direct eye contact 
u Stop what you are doing and avoid engaging in activities while talking, such as 
looking at a chart or walking down the hallway 
u Repeat back or summarize what was said 
u Helps assess accuracy and correct errors in understanding 
u Ask questions to verbalize concerns and begin an interactive conversation 
u Be wary of attempts to limit collaboration time 
u Thorough collaboration requires ample time to talk about shared problems 
and solutions 
u Model the use of an attentive communication style with others and provide 
constructive feedback to your peers when a contentious or dominant style is 
observed 
 
Slide 113: Reflection and integration exercise 
u List three characteristics to describe the attentive communication style. 
 
Slide 114: Section 10 – Conclusion and Practice 
 
Slide 115: Steps for OT and ABA collaboration 
 
Slide 116: Guided practice 
u Create a personal statement related to your goals for collaboration with ABA for 
your current and future clients 
u Research shows that writing a personal statement improves the sustained 
effectiveness of a program more than a year after its conclusion 
u Model and educate peers on IPC 
u Advocate for the support of IPC within your organization by educating your 
administrators and peers about IPC’s benefits and ways to increase its feasibility 
within you and your colleagues’ daily practices 
u Consider recommending IPC as a workplace competency 
 
Slide 117: Reflection and integration exercise 
u Write your personal statement for collaborating with ABA practitioners after 
completing this educational training. 
 
Slide 118: Guided practice 
u Shadow an ABA provider for a few hours up to a full workday 
u Offer to have an ABA provider shadow you 
u Must have this cleared with both organizations 




u Video record a session (with the caregiver’s permission) and note how often you 
use behavioral principles and strategies without your conscious awareness 
u Invite an ABA professional to speak at an organization inservice 
u Start an OT and ABA journal club 
 
Slide 119: Reflection and integration exercise 
u State one of the guided practice recommendations that you plan to implement in 
the next week. 
 
Slide 120: OT and ABA Collaboration Forms 
u Why is ABA Recommended for My Child? 
u OT and ABA Collaboration Form 
 
Slide 121: Why Is Applied Behavior Analysis (ABA) Recommended for My Child? 
 
Slide 122: Occupational Therapy (OT) and Applied Behavior Analysis (ABA) 
Collaboration Form 
 
Slide 123: Case study 
u You are evaluating a 3 year, 3 month old male who currently receives ABA 
services. His mom and behavior coach accompany him to the initial evaluation. 
He received weekly outpatient OT services for 5 months last year at your facility. 
He is currently participating in feeding therapy with an occupational therapist 
1x/week, but his mom stated that these appointments are conflicting with his 
sister’s ABA services (which are a greater priority at this time). The client 
receives in-home ABA services 6-8 hours per week; the behavior coach typically 
works with the patient for 2-2.5 hour sessions, 3-4 times per week. His mom’s 
goals for outpatient occupational therapy include improving his tolerance of 
wearing non-preferred clothing items and eating meats.  
 
Slide 124: Case study 
u On the Sensory Profile-2, his mom reported on a high frequency of the following 
behaviors in the touch, movement, and body position sections: (1) almost always 
becomes irritated by wearing shoes or socks, (2) almost always touches people or 
objects to the point of annoying others, (3) almost always displays the need to 
touch toys, surfaces, or textures, (4) almost always seems unaware of pain, (5) 
almost always seems unaware of temperature changes, (6) almost always pursues 
movement to the point it interferes with daily routines, (7) frequently takes 
movement or climbing risks that are unsafe, (8) frequently looks for opportunities 
to fall with no regard for own safety, (9) frequently loses balance unexpectedly 
when walking on an uneven surface, (10) almost always seems to have weak 
muscles, and (11) frequently drapes himself over furniture or on other people.  
u In the oral section, his mom stated that he almost always (1) gags easily from 




of children’s diets, (3) eats only certain tastes, (4) limits self to certain food 
textures, (5) is a picky eater, and (6) craves certain foods, tastes, or smells. The 
client obtained a SPIO vest during his last OT episode of care, which significantly 
helped with his sensory and behavioral regulation. His mom reported that he no 
longer tolerates wearing this garment and has most likely outgrown it. The 
client’s clothing preferences include refusing to wear jeans and preferring 
sweatpants, basketball shorts, soft clothing, shoes without socks, or being 
barefoot.  
 
Slide 125: Case study 
u In ABA, interventions are targeting (1) acceptance of no, (2) decreasing tantrum 
and aggressive behaviors, property destruction, elopement, and noncompliance, 
(3) improving tolerance of denied access to food or toys, and (4) behavior in the 
community. The client was receiving ABA services at the organization’s 
outpatient center, but this was terminated due to COVID-19. He is currently on 
their waiting list to return to the center with a reduced schedule. His behavior 
coach also recommended the following behavior management strategies: using 
first/then statements and reinforcing desired behaviors with fruit snacks, social 
praise, or tangible items. His behavior coach reported that he plans to use a timer 
to increase the client’s tolerance of wearing non-preferred clothing items. The 
behavior coach is also working with the client on donning his shoes (task analysis, 
modeling, and hand over hand) and fastener manipulation (task modification and 
working away from his body).  
u The feeding clinic has recommended the following strategies: 20 minute timer 
and a circle plate with 1 preferred food, 1 non-preferred food, and 1 drink. During 
in-person sessions, they are having the client’s mother become more involved in 
feeding the client while fading out the therapist’s direct client interaction. His 
mom reported difficulty implementing feeding strategies at home and a decline in 
client’s eating habits with significant changes in routine due to COVID-19. 
Patient drinks 3 PediaSure cans per day per nutritionist’s recommendation. Patient 
refuses to eat cut up chicken, hamburger meat, and corn dogs. He eats chicken 
nuggets and breading from hamburgers and corn dogs. Client’s mom reported 
concern that he chokes on food and liquids, and he puts toys and other non-food 
items in his mouth. He will sometimes drool excessively, which is not age 
appropriate. 
 
Slide 126: Case study questions 
u During the first ongoing outpatient OT session, the behavior coach is present. 
What do you do? 
u What do you do if the ABA practitioner does not inform you of his/her 
professional role or title within the organization? 
u What are the family’s goals? 





u What is your expected treatment frequency and duration of intervention? 
u What is ABA’s treatment frequency and duration of intervention? 
u List 2-3 intervention methods for each OT goal. 
 
Slide 127: Case study questions 
u The behavior coach seems skeptical of OT for this client because he believes that 
he can work on the family’s goals without your involvement. How do you 
increase buy-in? 
u You compare the OT and ABA interventions and notice that both OT and ABA 
planned to use a timer to provide tactile desensitization opportunities while the 
client wears non-preferred clothing items. Do you have any additional 
recommendations for this task from an OT perspective? 
u To introduce novel or non-preferred foods, you recommend a more play-based, 
child-led approach. This strategy conflicts with the behavior coach’s and feeding 
clinic’s more structured behavioral approach. How do you proceed? 
u After sharing evidence for each recommended strategy, ultimately, how do you 
decide which strategy or strategies to use? 
u When do you plan to meet or collaborate again? 
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o Female  
 
• Highest level of education 
o Associate degree 
o Bachelor’s degree 
o Master’s degree 
o Entry-level doctorate 
o Post-professional doctorate 
 
• Years as an OT practitioner 
o Less than 1 year 
o 1-2 years 
o 3-5 years 
o 6-10 years 
o More than 10 years 
 
• Years collaborating with ABA practitioners 
o Less than 1 year 
o 1-2 years 
o 3-5 years 
o 6-10 years 
o More than 10 years 
 
• Previous coursework or personal research on collaboration with ABA providers. 
Select all that apply. 
o Did not learn about this topic in school 
o Learned about this topic in school 
o Participated in workplace education on this topic 
o Participated in an online, continuing education course on this topic 
o Participated in an in-person, continuing education course on this topic 
o Participated in personal research on this topic 
 
• Years as an OT practitioner with current employer 
o Less than 1 year 
o 1-2 years 




o 6-10 years 
o More than 10 years 
 
• Current workplace organization: ______________ 
 
Decreasing biases regarding ABA (true-or-false) 












Increasing the knowledge of ABA’s culture, values, and professional languages (multiple 
choice) 
o ABA is the application of behavioral principles to create changes in behaviors that are 
most significant to: 
a) The individual 
b) The Board Certified Behavior Analyst (BCBA) 
c) The occupational therapist  
 
o ABA uses context, motivation, antecedent stimuli, positive reinforcement, and 
consequences to do all the following EXCEPT: 
a) Maintain behaviors 
b) Develop behaviors 
c) Increase behaviors 
d) Decrease behaviors 
 
o ABA’s scope of practice includes all the following skills EXCEPT: 
a) Language/communication 
b) Play skills 
c) Motor skills 
d) Self-help skills 






o What do the A, B, and C stand for in the operant model or three-part contingency? 
a) Anticipation, behavior, cause 
b) Action, behavior, conduct 
c) Anticipation, behavior, conclusion 
d) Antecedent, behavior, consequence 
 
o An antecedent occurs _____ a behavior. 
a) Before 
b) During 
c) After  
 
o A consequence occurs _____ a behavior. 
a) Before 
b) During 
c) After  
 
o _____ decreases the likelihood that a behavior will occur with a specific antecedent. 
a) Reinforcement 
b) Punishment 
c) Shaping  
 
o Behaviors that serve more than one purpose are called:  
a) Shaping 
b) Operant model 
c) Multifunctional behavior 
d) High-probability request 
e) Replacement behavior 
 
o Correctly order the four steps of a functional behavior assessment (FBA): 
A Hypothesize the function of behavior 
B Intervene if function is accurate 
C Manipulate variables to assess whether hypothesis was correct 
D Collect a thorough description of behaviors and how often or how long 
they occur 
a) A, C, B, D 
b) B, C, D, A 
c) C, B, A, D 






o All the following are antecedent-based strategies EXCEPT: 
a) Adjusting the environment 
b) The addition of a preferred stimuli after a desired behavior is performed 
c) Having a child perform a mastered skill three times prior to the provision of 
directions for a challenging, new, or emerging skill 
d) Providing reinforcement for correct and incorrect behaviors 
 
o _____ is an example of a punishment. 
a) A sticker for using the bathroom 
b) Time out for hitting your sister 
c) The removal of chores after staying at the table for a 20-minute meal 
d) Chewing gum rather than chewing on toy items 
 
o Errorless learning can also be called: 
a) Functional routines 
b) Video modeling 
c) Most-to-least prompting 
d) The just right challenge 
 
o What is the definition of a “mand”? 
a) Request 
b) Comment for the purpose of gaining attention or sharing an experience 
c) Response to a question 
d) Repetition of a word 
 
o What is the definition of “tact”? 
a) Request 
b) Comment for the purpose of gaining attention or sharing an experience 
c) Response to a question 
d) Repetition of a word 
 
o For a client with Medicaid, a _____ is required for reimbursement of ABA services. 
a) F code 
b) Q code 
c) R code 
 
o All the following statements apply to a Board Certified Assistant Behavior Analyst 
(BCaBA) EXCEPT: 
a) Performs 1:1 therapy and treatment plan implementation 





c) Performs assessments and re-assessments 
d) Has an undergraduate bachelor’s level certification 
 
o The Board Certified Behavior Analyst (BCBA) has which degree? 
a) High school diploma 
b) Undergraduate bachelor’s degree 
c) Master’s degree 
d) Doctoral degree 
 
• OT and ABA practitioners are similar in all the following ways EXCEPT: 
a) Caregiver report measures are used during the evaluation and for the 
assessment of outcomes 
b) Evaluations and treatment are based on typical human development. 
c) The environment is an important factor. 
d) Family and client goals are valued. 
e) Task analysis is used to break complex activities into more manageable steps. 
 
Increasing the knowledge of barriers and strategies to enhance IPC 
• Interprofessional collaboration includes all the following EXCEPT: 
a) Assertiveness 
b) Shared leadership 
c) Open communication 
d) Consultation 
e) Problem solving 
 
• Collaboration requires the involvement of all the following EXCEPT: 
a) Regulatory bodies 
b) Health care professional organizations 
c) Accreditation organizations 
d) Clients 
e) Families  
 
• All the following are benefits of collaboration EXCEPT: 
a) Improved client safety 
b) More time spent with clients by practitioners 
c) Improved communication 
d) Increased workplace functioning 
e) Improved client satisfaction 
 
• All the following statements are true EXCEPT: 




b) Collaboration creates opportunities for repetition of strategies across 
environments. 
c) Collaboration never involves disagreements and negotiation. 
d) Collaboration views the client from a more holistic perspective. 
e) Collaboration results in selecting the most effective interventions. 
 
• All the following are barriers to OT and ABA collaboration EXCEPT: 
a) Inaccurate biases 
b) The same cultures, values, and professional languages 
c) Overlaps in scopes of practice 
d) Poor communication and relationships 
e) Lack of theoretical or empirical evidence for OT and ABA collaboration 
 
• To decrease professional biases, you can do all the following EXCEPT: 
a) Be positive and do not allow past bad experiences to discourage collaboration 
b) Only seek information about ABA from other OT practitioners 
c) Learn about ABA 
d) Develop common objectives to guide collaboration 
 
• Which of the following recommendations about collaboration is correct? 
a) The best collaboration avoids disagreements and negotiation 
b) Use jargon to foster trust in your expertise 
c) The leader of the team should have the most education and professional 
experience 
d) Everyone must accept that one individual will not have all the answers 
 
• Regarding disagreements, all the following statements are true EXCEPT: 
a) Be proactive in identifying potential disagreements 
b) Differing viewpoints are detrimental to collaboration 
c) Use evidence to support interventions 
d) Be ready to accept that your opinion and ideas might not be the most effective 
or best option 
 
• To address overlaps in scopes of practice, do all the following EXCEPT: 
a) Identify overlaps after disagreements occur 
b) Establish each professional’s role on the team 
c) Be flexible as roles on the team may change 






• Effective communication includes:  
a) Negotiation to overcome differences 
b) Adjusting one’s professional language to ensure understanding 
c) Responding in a timely manner 
d) Advocating for the importance of your goals over that of other disciplines 
 
• Communication skills can be practiced and developed through: 
a) Social skills groups 
b) Journal clubs 
c) Online continuing education opportunities 
d) Collaboration 
 
• Avoid a contentious communication style, which is characterized by: 
a) Speaking frequently, strongly, and in a controlling way 
b) Speaking in an argumentative and challenging way; attending to small, trivial 
details 
c) Speaking with empathy; using good listening skills; repeating back 
information to demonstrate understanding 
 
• An attentive communication style can be achieved by performing all the following 
actions EXCEPT: 
a) Use direct eye contact 
b) Ask questions every time that you notice a disagreement 
c) Stop what you are doing and avoid engaging in activities while talking 
d) Repeat back or summarize what was said 
 
Occurrences of collaboration (5-point Likert scale) 
• On average, how often do you collaborate with ABA practitioners in person? 
o Every three months or less 
o Every 1-2 months 
o Every 1-2 weeks 
o 2-3 times per week 
o More than 3 times per week 
 
• On average, how often do you collaborate with ABA practitioners by email? 
o Every three months or less 
o Every 1-2 months 
o Every 1-2 weeks 
o 2-3 times per week 





• On average, how often do you collaborate with ABA practitioners by phone? 
o Every three months or less 
o Every 1-2 months 
o Every 1-2 weeks 
o 2-3 times per week 
o More than 3 times per week 
 
Formative - satisfaction with program content and delivery methods 
• Was the information presented in the program relevant to your clinical practice? Why 
or why not? 
• Was the information too easy or too complicated to understand? Explain your answer. 
• Was the information delivered in an optimal format for learning? If not, provide 
suggestions for improvement. 
• Was the instruction sufficient to immediately begin using strategies with clients? 
Explain your answer. 
• Was the program duration adequate, or should it be shorter or longer? 
• Were some aspects of the program useful or effective? Explain your answer. 
• Is there anything that should be changed to improve the program’s content or 
delivery? If you answered yes, please explain. 





Appendix H: Executive Summary 
Introduction 
 Interprofessional collaboration (IPC) is a vital and effective component of all 
therapeutic and medical interventions. IPC results in positive client, provider, and 
organizational outcomes by: (1) capitalizing on the strengths of each involved party, (2) 
sharing the workload, (3) creating opportunities for repetition of strategies across 
environments, (4) viewing the client from a more holistic perspective, and (5) selecting 
the most effective interventions through provider, client, and family discussions (Gilbert 
et al., 2010; World Health Organization [WHO], 2010). IPC is supported and promoted 
by political and non-governmental organizations, such as the United States Department of 
Health (1997), the Institute of Medicine (2000/2013), and the World Health Organization 
(WHO, 1976/2010) (as cited by Reeves et al., 2017). This global support is evident 
because IPC improves client safety, is helpful in managing complex health needs, and 
supports effective and comprehensive care (Reeves, et al., 2017; Rice et al., 2010). 
Occupational therapy (OT) and applied behavior analysis (ABA) practitioners 
often collaborate when working with children and young adults with disabilities 
(McGinnis, 2013). OT practitioners in early intervention, schools, and outpatient therapy 
centers may engage in this collaborative partnership, and the clients for which 
collaboration occurs can vary by age and diagnoses. Welch and Polatajko (2016) note 
that OT and ABA practitioners are primed to collaborate due to many areas of overlap 
among each respective scope of practice; however, there is limited research to guide best 




Barriers to Interprofessional Collaboration 
According to a review of the evidence-based literature of OT and ABA 
practitioners in addition to community-based, social services, and health care providers, 
there are four major barriers to IPC: (1) biases, (2) differing cultures, values, and 
professional languages, (3) overlaps in scopes of practice, and (4) poor communication 
and relationship-building skills (Kim et al., 2016; Peck & Norman, 1999; Rice et al., 
2010; Welch & Polatajko, 2016). Barriers to IPC can cause limited or ineffective IPC, 
which will negatively impact client, provider, and organizational outcomes (Kim et al., 
2016; Rice et al., 2010; Sexton & Orchard, 2016).  
Conversely, IPC and interprofessional education (IPE) interventions have the 
potential to improve practitioners’ self-efficacy, knowledge, and skills in addition to the 
clients’ satisfaction, safety, health care outcomes, and involvement in the health care 
planning and implementation processes (Campion-Smith et al., 2011; WHO, 2010). IPC 
and IPE interventions also have a positive impact on the functioning of teams and their 
ability to provide safe, client-centered, and effective health and therapeutic interventions 
(Cornwell et al., 2008; Ryan et al., 2017; Sonnenmeier et al., 2005). The Framework for 
Action on Interprofessional Education and Collaborative Practice established by the 
WHO (2010) calls for including IPE and IPC in all services that are taught and provided 
by and for health care professionals (as cited by Gilbert et al., 2010). 
Project Overview 
 OT and ABA practitioners are primed to collaborate, so there is a need for an 




solutions to address the barriers to IPC. The first version of this program is called 
Supporting Interprofessional Partnerships: An Educational Training for Collaboration 
Between Occupational Therapy and Applied Behavior Analysis Practitioners, and it is 
written for pediatric outpatient OT practitioners in the state of Virginia. The program’s 
educational content targets: (1) the definition, benefits, and barriers to IPC, (2) ABA-
specific information on culture, values, professional language, and scope of practice, and 
(3) strategies to improve collaboration with ABA practitioners. 
Key Findings 
 In addition to the primary barriers to collaboration among OT and ABA 
practitioners, the literature review explored existing solutions to improve and increase 
collaborative practice. Due to the lack of evidence for the OT and ABA collaborative 
partnership, the literature search was expanded to other community-based, social 
services, and health care professionals. Additionally, the effectiveness of existing 
interprofessional training programs was explored and successful components of these 
programs were applied to the design of Supporting Interprofessional Partnerships. 
Theoretical Foundation 
 Intergroup Contact Theory was utilized to better understand the barriers to IPC 
and how to structure collaborative program development to decrease biases among health 
care professional groups (Craddock et al., 2016). When applying Intergroup Contact 
Theory within this context, it is assumed that biases are a major barrier to successful 
collaboration and that four conditions must be met to reduce biases. These conditions 




1954/1981). If there are institutional supports for intergroup contact, biases between 
groups will be further reduced (Allport, 1954/1981). For this project, biases among OT 
and ABA practitioners hinder collaboration because of questioning the evidence-base, 
client-centeredness, and the generalization of interventions (Welch & Polatajko, 2016). 
Effective Components of Interprofessional Collaboration and Education Training 
Programs 
A review of the evidence-based literature on IPC and IPE was completed to 
gather information and evidence regarding the effectiveness of training programs for 
health care professionals, such as OT and ABA practitioners. According to the WHO 
(2010), IPE can occur throughout the educational and professional careers of individuals 
and within different clinical settings; examples include basic training programs, graduate 
and post-graduate coursework, continuing education opportunities, and workplace 
learning programs. IPC and IPE are newer phenomenon that are taught during qualifying 
educational programs, so for those professionals that are not exposed to this content 
during their entry-level training, continuing education programs are needed to fill this 
gap. Weaver et al. (2010) recognized the need of continuing education to “develop the 
attitudes, behaviors (skills), and cognitive knowledge necessary for highly reliable and 
effective team performance” (p. 208). According to Geissler et al. (2002), most 
professionals learn about collaboration within the workplace (as cited by Lumague et al., 
2006), and these educational initiatives are helpful for individuals who have already 
completed their qualifying educational programs (Lumague et al., 2006). 




effective interventions emphasized specific content and organizational structure, 
instructional strategies, and environmental supports to improve practitioner, team, and 
client outcomes. Examples of program content included (1) evidence for recommended 
strategies, (2) the creation of participant statements to encourage continued 
implementation of IPC, (3) sharing narratives, (4) training on professional roles and 
procedures, and (5) communications interventions that were consistent and client-
centered (Campion-Smith et al., 2011; Cornwell et al., 2010; McKay & Crippen, 2008; 
Ryan et al., 2017; Sargeant et al., 2011; Weaver et al., 2010). IPE interventions with 
positive outcomes used a variety of evidenced-based instructional strategies to meet the 
unique learning needs of each participant: discipline-specific training, didactic 
presentations, peer teaching, readings, videos, discussions, debriefing, reflection, 
shadowing experiences, and demonstration and practice-based interventions within a 
team setting (Lairamore et al., 2019; Meffe et al., 2012; Myers & O’Brien, 2015; Reed et 
al., 2017; Ryan et al., 2017; Sargeant et al., 2011; Weaver et al., 2010). In addition to the 
content and mode of delivery, effective IPC and IPE interventions required a safe and 
supportive learning environment, support by administration, and an organizational and 
professional culture that appreciates IPC (McKay & Crippen, 2008; Meffe et al., 2012; 
Weaver et al., 2010). 
The Impact of Interprofessional Collaboration and Education Training Programs 
Supportive literature indicates positive outcomes for IPC and IPE training 
programs including increased practitioner leadership skills, comfort, confidence, and self-




2008; Hudson et al., 2017; Meffe et al., 2012; Myers & O’Brien, 2015; Reed et al., 2017). 
Moreover, professionals demonstrating collaborative behaviors exhibited improved 
respect for the roles and views of other professionals in addition to improved 
communication, new knowledge, and refined skills related to their practice (Campion-
Smith et al., 2011; Dunleavy, 2015; Gaines et al., 2008; Hudson et al., 2017; Lairamore et 
al., 2019; Lumague et al, 2006; Meffe et al., 2012; Myers & O’Brien, 2015; Reed et al., 
2017; Sargeant et al., 2011). As a team, there is: (1) an improvement in staff morale, (2) 
better coordination of care, (3) an increase in workplace functioning and productivity, 
and (4) an improvement in the provision of safe, ethical, effective, and client-centered 
care (Cornwell et al. 2010; Ryan et al., 2017; Sonnenmeier et al., 2005; WHO, 2010). 
Clients also benefit from IPC and IPE interventions as seen in an improvement in their 
satisfaction, safety, health care outcomes, and involvement in the health care planning 
and implementation processes (Cornwell et al. 2010; McKay & Crippen, 2008; Ryan et 
al., 2017; Sargeant et al., 2011; Sonnenmeier et al., 2005).  
Recommendations 
 It is clinically important that pediatric outpatient OT practitioners participate in 
post-graduate level continuing education to improve their understanding of and 
collaboration with ABA practitioners. Barriers to collaboration exist, and it is necessary 
to implement evidence-based and theoretically-sound solutions to address these barriers. 
IPC is a vital and effective component of therapeutic and medical interventions because it 
improves client safety, is helpful in managing complex health needs, and supports 




all health care practitioners should strive to improve their collaborative relationships and 
communication among their clients’ professional team members to improve client, 
practitioner, and organizational outcomes.  
General Conclusions 
 IPC and IPE interventions address and diminish the barriers to collaboration as 
they improve practitioners’ self-efficacy, knowledge, and skills in addition to the clients’ 
satisfaction, safety, health care outcomes, and involvement in the health care planning 
and implementation processes (Campion-Smith et al., 2011; WHO, 2010). IPC and IPE 
interventions also have a positive impact on the functioning of teams and their ability to 
provide safe, client-centered, and effective health and therapeutic interventions (Cornwell 
et al., 2010; McKay & Crippen, 2008; Ryan et al., 2017; Sonnenmeier et al., 2005). The 
proposed program is designed to address the barriers to collaboration between OT and 
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